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Page 1 of 2
Group Application Checklist
Lodging (017 - 339)

Have Questions?
Click Here for FAQs and More Resources
All 4 Sections and Fields are Required unless specifically marked as not required

Application Tracking #

Provider Name

Organizational NPl #
(Not Required)

Service Address

Billing Address

Mailing Address

Facility Phone

Contact Person

Section 1
Identifying Information

Phone
Email
1. Are you enrolling any additional service locations not listed above at this time? ] YES ] NO
If yes, please include a list with the addresses of all service locations being enrolled (must have the same Provider
Type, NPI, EIN, and billing address).
Please note: Service addresses located within North Dakota and bordering cities (within 50 miles of the ND border) cannot be enrolled in
the same record as out of state service locations. Out of state service locations will only be enrolled in an out of state record if services have
been provided at each location.
~ 2 2. Are you exempt from FEDERAL taxes? O] YES 0 NO If Exempt from FEDERAL Taxes, submit your IRS issued Tax Exempt Letter.
c O
o +5 |3- Do you have any Individuals or Businesses which have 5% or more interest in the enrolling group?
= Q) . - ] YES [0 NO
O (Interest may be direct or indirect)
Qo =2
wn : . , .
4. How many Managing Employees (authorized to sign on behalf of the business) do you have?
If more than 3 Managing Employees, attach a list as part of Section lll of the SFN 1168 (page 2).
List must contain First Names, Last Names, Dates of Birth, and SSNs
5. Are you organized as a corporation, a non-profit corporation, or a government agency organized as a O vES O No
corporation?
5a. If Yes, how many Board Members do you have?
If more than 3 Board Members, attach a list as part of Section Il of the SFN 1168
(page 2).
The documents requested below must be returned to the Department in order to process your enroliment
Please ensure you use the links provided to obtain the current versions of each form. . .
) . Helpful Links Submitted
Outdated versions of forms will not be accepted.
. C heet f
ﬂ 1. Coversheet for Fax/Email w
c Fax/Email
Q
.. E 2. Group Application Checklist
s o =)
c (@]
e 8 3. List of Service Locations (Required if you answered Yes to question 1 above)
e
O O
(% e 4. SFN 620 (6-2018) Provide the date business was formed (aproximate date is accepted): SFN 620 (6-2018)
-
O
éJ 5. W-9 (10-2018) Printed Name of Signing Managing Employee: W-9 (10-2018)
. . o . What is the
6. CP 575/147C (Not required if submitting a FEDERAL tax exempt letter issued by the IRS)
CP575/147C?



https://npiregistry.cms.hhs.gov/
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
https://www.nd.gov/eforms/Doc/sfn00620.pdf
https://www.nd.gov/eforms/Doc/sfn00620.pdf
https://www.irs.gov/pub/irs-pdf/fw9.pdf
https://www.irs.gov/pub/irs-pdf/fw9.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf

7. IRS Tax Exempt Letter (Required if you answered Yes to question 2 above) IRS Tax Exempt Letter for

If Exempt from FEDERAL Taxes, submit your IRS issued Tax Exempt Letter. A State issued letter Government Agencies
cannot be substituted. The letter must be issued by the IRS.

8. License - Issued by the ND Dept of Health for ND providers) (it is the responsibility of the provider to keep
updated licensure information on file with the state by submitting a copy of the license to provider enrollment each time it is
renewed)

Requested Enrollment Effective Date

©
)
-}
c
=
c
@)
@)
CH ﬂ License # Issued: Expires:
c
C o
© £ - —_ -
] S 9. SFN 661 (6-2010) Printed Name of Signing Managing Employee: SFN 661 (6-2010)
O
g 8 9a. Bank Letter/Voided Check Must match the Information provided on the SFN 661
O
k3
o Simplified Instructions
5 10. SFN 1168 (8-2020) e
(@p
é) 10a. List of Managing Employees attached to Section Ill (Page 2) with dates of birth and SSNs
10b. List of Board Members attached to Section lll (Page 2) with dates of birth and SSNs.
11. SFN 615 (6-2020) Printed Name of Signing Managing Employee: SFN 615 (6-2020)
Proof of Insurance is not required for any application. If proof of insurance is submitted with an application, it will be deleted from the file. It remains the
provider’s responsibility to ensure that the necessary insurance is in place, but proof of insurance is not required to be submitted for any application.
PROVIDER TYPE 017-Other Service Providers
SPECIALTY 339-Lodging
8 TAXONOMY N/A
©
% Please coordinate with your billing department and any other applicable area to determine the correct
> |enrollment effective date. The Department will not make changes to that date once the application
<+ O |is approved and any claims submitted with a date of service prior to the enroliment effective date will
c é deny. A retroactive enrollment effective date is limited to no more than ninety (90) days prior to the date a
_8 L Jcomplete application packet is received by the Department. If the date requested is outside the 90 day
$ ‘= |timeframe, the enrollment effective date assigned will be 90 days from the date the complete application
% g packet was received.
IS
| -
c
L

Printed Name of Person
Requesting the Date

Effective Date

Revision 8/11/2020 JW
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https://www.nd.gov/eforms/Doc/sfn00661.pdf
https://www.nd.gov/eforms/Doc/sfn00661.pdf
https://www.nd.gov/eforms/Doc/sfn00661.pdf
https://www.nd.gov/eforms/Doc/sfn01168.pdf
https://www.nd.gov/eforms/Doc/sfn01168.pdf
https://www.nd.gov/eforms/Doc/sfn01168.pdf
https://www.nd.gov/eforms/Doc/sfn01168.pdf
https://www.nd.gov/eforms/Doc/sfn01168.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/provider-enrollment-instructions-sfn1168.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/provider-enrollment-instructions-sfn1168.pdf
https://www.nd.gov/eforms/Doc/sfn00615.pdf
https://www.nd.gov/eforms/Doc/sfn00615.pdf
https://www.nd.gov/eforms/Doc/sfn00615.pdf
https://www.nd.gov/eforms/Doc/sfn01168.pdf
https://www.nd.gov/eforms/Doc/sfn01168.pdf

Page 1 of 2

Group Application Checklist
Meals (017 - 393)

Have Questions?
Click Here for FAQs and More Resources

All 4 Sections and Fields are Required unless specifically marked as not required

Application Tracking #

Provider Name

Organizational NPl #
(Not Required)

Service Address

Billing Address

Mailing Address

Facility Phone

Contact Person

Section 1
Identifying Information

Phone
Email
1. Are you enrolling any additional service locations not listed above at this time? ] YES ] NO
If yes, please include a list with the addresses of all service locations being enrolled (must have the same Provider
Type, NPI, EIN, and billing address).
Please note: Service addresses located within North Dakota and bordering cities (within 50 miles of the ND border) cannot be enrolled in
the same record as out of state service locations. Out of state service locations will only be enrolled in an out of state record if services have
been provided at each location.
('\] 2 2. Are you exempt from FEDERAL taxes? [J YES ] NO If Exempt from FEDERAL Taxes, submit your IRS issued Tax Exempt Letter.
c O
O "J; 3. Do you have any Individuals or Businesses which have 5% or more interest in the enrolling group?
= . - [] YES ] NO
O Y [(Interest may be direct or indirect)
Qo =
w J , . ) .
4. How many Managing Employees (authorized to sign on behalf of the business) do you have?
If more than 3 Managing Employees, attach a list as part of Section Il of the SFN 1168 (page 2).
List must contain First Names, Last Names, Dates of Birth, and SSNs
5. Are you organized as a corporation, a non-profit corporation, or a government agency organized as a O YES O No
corporation?
5a. If Yes, how many Board Members do you have?
If more than 3 Board Members, attach a list as part of Section Il of the SFN 1168
(page 2).
The documents requested below must be returned to the Department in order to process your enroliment
Please ensure you use the links provided to obtain the current versions of each form. . .
. . Helpful Links Submitted
Outdated versions of forms will not be accepted.
. h f
1. Coversheet for Fax/Email w
Fax/Email
)] - -
4+ |2. Group Application Checklist
c
Q
& |3. List of Service Locations (Required if you answered Yes to question 1 above)
-}
Pl
@) 8 4. SFN 620 (6-2018) Provide the date business was formed (aproximate date is accepted): SFN 620 (6-2018)
e
O O
% 8 5. W-9 (10-2018) Printed Name of Signing Managing Employee: W-9 (10-2018)
-}
o . . o . What is the
@ |6.CP 575/147C (Not required if submitting a FEDERAL tax exempt letter issued by the IRS) T
o CP575/147C?
7. IRS Tax Exempt Letter (Required if you answered Yes to question 2 above) IRS Tax Exempt Letter for
If Exempt from FEDERAL Taxes, submit your IRS issued Tax Exempt Letter. A State issued letter Government Agencies
cannot be substituted. The letter must be issued by the IRS.



https://npiregistry.cms.hhs.gov/
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
https://www.nd.gov/eforms/Doc/sfn00620.pdf
https://www.nd.gov/eforms/Doc/sfn00620.pdf
https://www.irs.gov/pub/irs-pdf/fw9.pdf
https://www.irs.gov/pub/irs-pdf/fw9.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf

Section 3:
Required Documents Continued

8. SFN 661 (6-2010) Printed Name of Signing Managing Employee: SFN 661 (6-2010)

8a. Bank Letter/Voided Check Must match the Information provided on the SFN 661

Simplified Instructions

based on FAQs

9. SFN 1168 (8-2020)

9a. List of Managing Employees attached to Section lll (Page 2) with dates of birth and SSNs

9b. List of Board Members attached to Section Ill (Page 2) with dates of birth and SSNs.

10. SFN 615 (6-2020) Printed Name of Signing Managing Employee: SFN 615 (6-2020)

Proof of Insurance is not required for any application. If proof of insurance is submitted with an application, it will be deleted from the file. It remains the
provider’s responsibility to ensure that the necessary insurance is in place, but proof of insurance is not required to be submitted for any application.

Section 4:
Enrollment Effective Date

PROVIDER TYPE 017-Other Service Providers
SPECIALTY 393-Provide Meals
TAXONOMY N/A

Please coordinate with your billing department and any other applicable area to determine the correct
enrollment effective date. The Department will not make changes to that date once the application
is approved and any claims submitted with a date of service prior to the enrollment effective date will
deny. A retroactive enrollment effective date is limited to no more than ninety (90) days prior to the date a
complete application packet is received by the Department. If the date requested is outside the 90 day
timeframe, the enrollment effective date assigned will be 90 days from the date the complete application
packet was received.

Requested Enrollment Effective Date

Printed Name of Person
Requesting the Date
Effective Date

Revision 8/11/2020 JW

Page 2 of 2


https://www.nd.gov/eforms/Doc/sfn00661.pdf
https://www.nd.gov/eforms/Doc/sfn00661.pdf
https://www.nd.gov/eforms/Doc/sfn01168.pdf
https://www.nd.gov/eforms/Doc/sfn01168.pdf
https://www.nd.gov/eforms/Doc/sfn01168.pdf
https://www.nd.gov/eforms/Doc/sfn01168.pdf
https://www.nd.gov/eforms/Doc/sfn01168.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/provider-enrollment-instructions-sfn1168.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/provider-enrollment-instructions-sfn1168.pdf
https://www.nd.gov/eforms/Doc/sfn00615.pdf
https://www.nd.gov/eforms/Doc/sfn00615.pdf
https://www.nd.gov/eforms/Doc/sfn01168.pdf

Page 1 of 2

Group Application Checklist
Lodging & Meals (017 - 339 & 393)

Have Questions?
Click Here for FAQs and More Resources

All 4 Sections and Fields are Required unless specifically marked as not required

Application Tracking #

Provider Name

Organizational NPl #
(Not Required)

Service Address

Billing Address

Mailing Address

Facility Phone

Contact Person

Section 1
Identifying Information

Phone
Email
1. Are you enrolling any additional service locations not listed above at this time? ] YES ] NO
If yes, please include a list with the addresses of all service locations being enrolled (must have the same Provider
Type, NPI, EIN, and billing address).
Please note: Service addresses located within North Dakota and bordering cities (within 50 miles of the ND border) cannot be enrolled in
the same record as out of state service locations. Out of state service locations will only be enrolled in an out of state record if services have
been provided at each location.
('\] 2 2. Are you exempt from FEDERAL taxes? [J YES ] NO If Exempt from FEDERAL Taxes, submit your IRS issued Tax Exempt Letter.
c O
O "J; 3. Do you have any Individuals or Businesses which have 5% or more interest in the enrolling group?
Q) . - [] YES ] NO
5) (Interest may be direct or indirect)
Qo =
wn d
4. How many Managing Employees (authorized to sign on behalf of the business) do you have?
If more than 3 Managing Employees, attach a list as part of Section Il of the SFN 1168 (page 2).
List must contain First Names, Last Names, Dates of Birth, and SSNs
5. Are you organized as a corporation, a non-profit corporation, or a government agency organized as a O YES O No
corporation?
5a. If Yes, how many Board Members do you have?
If more than 3 Board Members, attach a list as part of Section Il of the SFN 1168
(page 2).
The documents requested below must be returned to the Department in order to process your enroliment
Please ensure you use the links provided to obtain the current versions of each form. . .
. . Helpful Links Submitted
Outdated versions of forms will not be accepted.
. h f
49 1. Coversheet for Fax/Email w
cC Fax/Email
)
.. E 2. Group Application Checklist
on S
- O
@) 8 3. List of Service Locations (Required if you answered Yes to question 1 above)
e
O O
g 8 4. SFN 620 (6-2018) Provide the date business was formed (aproximate date is accepted): SFN 620 (6-2018)
-}
O
C‘GC) 5. W-9 (10-2018) Printed Name of Signing Managing Employee: W-9 (10-2018)
. . o . What is the
6. CP 575/147C (Not required if submitting a FEDERAL tax exempt letter issued by the IRS) T
CP575/147C?



https://npiregistry.cms.hhs.gov/
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
https://www.nd.gov/eforms/Doc/sfn00620.pdf
https://www.nd.gov/eforms/Doc/sfn00620.pdf
https://www.irs.gov/pub/irs-pdf/fw9.pdf
https://www.irs.gov/pub/irs-pdf/fw9.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf

7. IRS Tax Exempt Letter (Required if you answered Yes to question 2 above) IRS Tax Exempt Letter for

If Exempt from FEDERAL Taxes, submit your IRS issued Tax Exempt Letter. A State issued letter Government Agencies
cannot be substituted. The letter must be issued by the IRS.

8. License - Issued by the ND Dept of Health for ND providers) (it is the responsibility of the provider to keep
updated licensure information on file with the state by submitting a copy of the license to provider enrollment each time it is
renewed)

Requested Enrollment Effective Date

Printed Name of Person
Requesting the Date
Effective Date

©O
)
>
C
=
c
o . .
@) License # Issued: Expires:
7))
™ =
g GEJ 9. SFN 661 (6-2010) Printed Name of Signing Managing Employee: SFN 661 (6-2010)
8 8 9a. Bank Letter/Voided Check Must match the Information provided on the SFN 661
X o
()]
© Simplified Instructions
O 10. SFN 1168 (8-2020) et o (O
>
8 10a. List of Managing Employees attached to Section Ill (Page 2) with dates of birth and SSNs
o
10b. List of Board Members attached to Section lll (Page 2) with dates of birth and SSNs.
11. SFN 615 (6-2020) Printed Name of Signing Managing Employee: SFN 615 (6-2020)
Proof of Insurance is not required for any application. If proof of insurance is submitted with an application, it will be deleted from the file. It remains the
provider’s responsibility to ensure that the necessary insurance is in place, but proof of insurance is not required to be submitted for any application.
PROVIDER TYPE 017-Other Service Providers
SPECIALTY 339-Lodging 393-Provide Meals
8 TAXONOMY N/A
©
% Please coordinate with your billing department and any other applicable area to determine the correct
> |enroliment effective date. The Department will not make changes to that date once the application
<+ © |is approved and any claims submitted with a date of service prior to the enroliment effective date will
c @ |deny. A retroactive enrollment effective date is limited to no more than ninety (90) days prior to the date a
8 vy, complete application packet is received by the Department. If the date requested is outside the 90 day
8 ‘— |timeframe, the enrollment effective date assigned will be 90 days from the date the complete application
v @ |packet was received.
£
I
| -
C
L
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https://www.nd.gov/eforms/Doc/sfn00661.pdf
https://www.nd.gov/eforms/Doc/sfn00661.pdf
https://www.nd.gov/eforms/Doc/sfn01168.pdf
https://www.nd.gov/eforms/Doc/sfn01168.pdf
https://www.nd.gov/eforms/Doc/sfn01168.pdf
https://www.nd.gov/eforms/Doc/sfn01168.pdf
https://www.nd.gov/eforms/Doc/sfn01168.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/provider-enrollment-instructions-sfn1168.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/provider-enrollment-instructions-sfn1168.pdf
https://www.nd.gov/eforms/Doc/sfn00615.pdf
https://www.nd.gov/eforms/Doc/sfn00615.pdf
https://www.nd.gov/eforms/Doc/sfn01168.pdf

Page 1 of 2

Group Application Checklist
County Social Service Offices (017 - 468)

Have Questions?
Click Here for FAQs and More Resources

All 4 Sections and Fields are Required unless specifically marked as not required

Application Tracking #
Provider Name
C
O |Organizational NPI #
=
(q0)
- % Service Address
g "'E Only 1 service location may be enrolled per Medicaid ID.
-8 no |Billing Address
v .S
) > |Mailing Address
=
"E Facility Phone
Q
S
Contact Person
Phone
Email
1. Are you exempt from FEDERAL taxes? [1YES [INO If Exempt from FEDERAL Taxes, submit your IRS issued Tax Exempt Letter.
2. Do you have any Individuals or Businesses which have 5% or more interest in the enrolling group?
. - ] YES ] NO
(Interest may be direct or indirect)
o m
AN C
— O |[3. How many Managing Employees (authorized to sign on behalf of the business) do you have?
C_) "; If more than 3 Managing Employees, attach a list as part of Section Ill of the SFN 1168 (page 2).
"C; @ |List must contain First Names, Last Names, Dates of Birth, and SSNs
Qo =
n d 4. Are you organized as a corporation, a non-profit corporation, or a government agency organized as a O VES 0 NO
corporation?
4a. If Yes, how many Board Members do you have?
If more than 3 Board Members, attach a list as part of Section Ill of the SFN
1168 (page 2).
The documents requested below must be returned to the Department in order to process your enroliment
Please ensure you use the links provided to obtain the current versions of each form. . .
. . Helpful Links Submitted
Outdated versions of forms will not be accepted.
2 |1. Coversheet for Fax/Email w
c Fax/Email
Q
. & 2. Group Application Checklist
-
b O
g 8 3. W-9 (10-2018) Printed Name of Signing Managing Employee: W-9 (10-2018)
E 8 4. CP 575/147C (Not required if submitting a FEDERAL tax exempt letter issued by the IRS) What is the.
v =L g & P v CP575/147C?
>
O
@ |5 IRS Tax Exempt Letter (Required if you answered Yes to question 1 above) IRS Tax Exempt Letter
o If Exempt from FEDERAL Taxes, submit your IRS issued Tax Exempt Letter. A State issued letter w
cannot be substituted. The letter must be issued by the IRS. Agencies
6. NPI prinout from the NPPES Website NPPES Website
7. SFN 661 (6-2010) Printed Name of Signing Managing Employee: SFN 661 (6-2010)
7a. Bank Letter/Voided Check Must match the Information provided on the SFN 661



https://npiregistry.cms.hhs.gov/
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
https://www.irs.gov/pub/irs-pdf/fw9.pdf
https://www.irs.gov/pub/irs-pdf/fw9.pdf
https://npiregistry.cms.hhs.gov/
https://npiregistry.cms.hhs.gov/
https://npiregistry.cms.hhs.gov/
https://npiregistry.cms.hhs.gov/
https://npiregistry.cms.hhs.gov/
https://npiregistry.cms.hhs.gov/
https://www.nd.gov/eforms/Doc/sfn00661.pdf
https://www.nd.gov/eforms/Doc/sfn00661.pdf
https://npiregistry.cms.hhs.gov/
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf

Section 3:

8. SFN 1168 (8-2020)

8a. List of Managing Employees attached to Section Ill (Page 2) with dates of birth and SSNs

Simplified
Instructions based on

FAQs

8b. List of Board Members attached to Section Il (Page 2) with dates of birth and SSNs.

9. SFN 615 (6-2020) Printed Name of Signing Managing Employee:

SFN 615 (6-2020)

Rgquired Documents Continued

Proof of Insurance is not required for any application. If proof of insurance is submitted with an application, it will be deleted from the file. It remains the
provider’s responsibility to ensure that the necessary insurance is in place, but proof of insurance is not required to be submitted for any application.

Section 4:
Enrollment Effective Date

PROVIDER TYPE 017-Other Service Providers
SPECIALTY 468-County Social Service Office
TAXONOMY 171M00000X

Please coordinate with your billing department and any other applicable area to determine the correct
enrollment effective date. The Department will not make changes to that date once the
application is approved and any claims submitted with a date of service prior to the enrollment
effective date will deny. A retroactive enrollment effective date is limited to no more than ninety (90)
days™ prior to the date a complete application packet is received by the Department. If the date
requested is outside the 90 day timeframe, the enroliment effective date assigned will be 90 days

from the date the complete application packet was received.

*If this application is associated with an emergency service, the Department may consider a date more than 90 days prior to the date a
complete application packet is received. You must include a copy of the claim and medical records with your application documents.

EI This application is associated with an emergency service. We are requesting the date of

Requested Enroliment Effective Date

. Refer to the * above.

Printed Name of Person
Requesting the Effective
Date

Date

Click Here to find more information on Effective Dates and Retro Effective Date Policies

Revision 8/11/2020 JW
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https://www.nd.gov/eforms/Doc/sfn01168.pdf
https://www.nd.gov/eforms/Doc/sfn01168.pdf
https://www.nd.gov/eforms/Doc/sfn01168.pdf
https://www.nd.gov/eforms/Doc/sfn01168.pdf
https://www.nd.gov/eforms/Doc/sfn01168.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/provider-enrollment-instructions-sfn1168.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/provider-enrollment-instructions-sfn1168.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/provider-enrollment-instructions-sfn1168.pdf
https://www.nd.gov/eforms/Doc/sfn00615.pdf
https://www.nd.gov/eforms/Doc/sfn00615.pdf
https://www.nd.gov/eforms/Doc/sfn01168.pdf

Group Application Checklist
Community Behavioral Health (025 - 357)

Have Questions?
Click Here for FAQs and More Resources

All 4 Sections and Fields are Required unless specifically marked as not required

Application Tracking #

Provider Name

C
O |Organizational NPI #
o+
(q0]
- g Service Address
O
g "= |Billing Address
O 20 |Mmailing Address
v .S
v q? Facility Phone
o
c
D e
o ontact Person
Phone
Email
1. Are you Enrolled in Medicare? [JNO CJYES
Please Provide your Medicare ID:
Is your Medicare Record up to date? [JNO [0 YES
2. Are you Enrolled in Medicaid in another State? [0 NO ] YES
State Abbv: Please Provide your Other State Medicaid ID:
3. Are you an Out of State Provider (Service location more than 50 miles from the North Dakota
[J] YES [J] NO
border?)
4. Are you enrolling any additional service locations not listed above at this time? [ VYES [0 NO
o e m
AN C If yes, please include a list with the addresses of all service locations being enrolled (must have the same
c 9 Provider Type, NPI, EIN, and billing address).
O + Please note: Service addresses located within North Dakota and bordering cities (within 50 miles of the ND border) cannot be enrolled
s $ in the same record as out of state service locations. Out of state service locations will only be enrolled in an out of state record if
8 - services have been provided at egch Jocation
wn O
5. Are you exempt from FEDERAL taxes? CJYES [JNO If Exempt from FEDERAL Taxes, submit your IRS issued Tax Exempt Letter.
6. Do you have any Individuals or Businesses which have 5% or more interest in the enrolling group?
. - ] YES ] NO
(Interest may be direct or indirect)
7. How many Managing Employees (authorized to sign on behalf of the business) do you have?
If more than 3 Managing Employees, attach a list as part of Section Ill of the SFN 1168 (page 2).
List must contain First Names, Last Names, Dates of Birth, and SSNs
8. Are you organized as a corporation, a non-profit corporation, or a government agency organized as a O VES (1 NO
corporation?
8a. If Yes, how many Board Members do you have?
If more than 3 Board Members, attach a list as part of Section Il of the
SEN 1168 (page 2).
The documents requested below must be returned to the Department in order to process your enroliment
& o 2 |Please ensure you use the links provided to obtain the current versions of each form. Heloful Links Submitted
c ) ) i
c 'q:) g Outdated versions of forms will not be accepted. P
o S
O - heet f
© © 3 |1. Coversheet for Fax/Email w
Qo O Fax/Email
(Vp]
()]

2. Group Application Checklist

Page 1 of 2


https://npiregistry.cms.hhs.gov/
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf

3. List of Service Locations (Required if you answered Yes to question 4 above)

*If this application is associated with an emergency service, the Department may consider a date more than 90 days prior to the date a
complete application packet is received. You must include a copy of the claim and medical records with your application documents.

4. W-9 (10-2018) Printed Name of Signing Managing Employee: W-9 (10-2018)
5. CP 575/147C (Not required if submitting a FEDERAL tax exempt letter issued by the IRS) What is the.
CP575/147C?
6. IRS Tax Exempt Letter (Required if you answered Yes to question 5 above) IRS Tax Exempt Letter
o If Exempt from FEDERAL Taxes, submit your IRS issued Tax Exempt Letter. A State issued letter w
Q cannot be substituted. The letter must be issued by the IRS. Agencies
>
(- -
g 7. Agency License (It is the responsibility of the provider to keep updated licensure information on file with the
C |state by submitting a copy of the license to provider enroliment each time it is renewed)
8 License # Issued: Expires:
e O
— |8. NPI prinout from the NPPES Website NPPES Website
C o
Q£
B 5 9. SFN 661 (6-2010) Printed Name of Signing Managing Employee: SFN 661 (6-2010)
O
% @) 9a. Bank Letter/Voided Check Must match the Information provided on the SFN 661
()
8 (Required for Out of State providers = Answered yes to question 3 above)
< |10. SFN 509 (10-2018)  Date of service must match the enroliment effective date below and match the date of service |SFN 509 (10-2018)
S on the Medical Notes.
O . (Required for Out of State providers = Answered yes to question 3 above)
g 10a. Copy of Claim Claims submitted are for Enrollment Purposes Only.
10b. Medical Not (Required for Out of State providers = Answered yes to question 3 above)
- vViedical Notes Medical Notes submitted are for Enrollment Purposes Only.
Simplified
11.SFN 1168 (8-2020) Instructions based on
FAQs
11a. List of Managing Employees attached to Section Ill (Page 2) with dates of birth and SSNs
11b. List of Board Members attached to Section Ill (Page 2) with dates of birth and SSNs.
12. SFN 615 (6-2020) Printed Name of Signing Managing Employee: SFN 615 (6-2020)
Proof of Insurance is not required for any application. If proof of insurance is submitted with an application, it will be deleted from the file. It remains the
provider’s responsibility to ensure that the necessary insurance is in place, but proof of insurance is not required to be submitted for any application.
PROVIDER TYPE 025-Agencies
SPECIALTY 357-Community/Behavioral Health
TAXONOMY 251S00000X
What is a Taxonomy? Click Here to find more information on Taxonomies
Q Already Know your Taxonomy? Click here to find out which Provider Type & Specialty is assigned to your Taxonomy
"(."U http://www.nd.gov/dhs/info/mmis/docs/mmis-group-provider-code-taxonomy.pdf
)
g Please coordinate with your billing department and any other applicable area to determine the correct
.. ‘= |enrollment effective date. The Department will not make changes to that date once the
< 8 application is approved and any claims submitted with a date of service prior to the enrollment
g 4= |effective date will deny. A retroactive enrollment effective date is limited to no more than ninety (90)
‘= Y |days™ prior to the date a complete application packet is received by the Department. If the date
8 "E requested is outside the 90 day timeframe, the enrollment effective date assigned will be 90 days
wm g from the date the complete application packet was recejved
Is
S
(-
L

|:| This application is associated with an emergency service. We are requesting the date of . Refer to the * above.

Requested Enroliment Effective Date

Printed Name of Person
Requesting the Effective Date
Date

Click Here to find more information on Effective Dates and Retro Effective Date Policies

Revision 8/11/2020 JW
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https://www.irs.gov/pub/irs-pdf/fw9.pdf
https://www.irs.gov/pub/irs-pdf/fw9.pdf
https://www.irs.gov/pub/irs-pdf/fw9.pdf
https://npiregistry.cms.hhs.gov/
https://npiregistry.cms.hhs.gov/
https://npiregistry.cms.hhs.gov/
https://npiregistry.cms.hhs.gov/
https://npiregistry.cms.hhs.gov/
https://npiregistry.cms.hhs.gov/
https://www.nd.gov/eforms/Doc/sfn00661.pdf
https://www.nd.gov/eforms/Doc/sfn00661.pdf
https://www.nd.gov/eforms/Doc/sfn00509.pdf
https://www.nd.gov/eforms/Doc/sfn00509.pdf
https://www.nd.gov/eforms/Doc/sfn01168.pdf
https://www.nd.gov/eforms/Doc/sfn01168.pdf
https://www.nd.gov/eforms/Doc/sfn01168.pdf
https://www.nd.gov/eforms/Doc/sfn01168.pdf
https://www.nd.gov/eforms/Doc/sfn01168.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/provider-enrollment-instructions-sfn1168.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/provider-enrollment-instructions-sfn1168.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/provider-enrollment-instructions-sfn1168.pdf
https://www.nd.gov/eforms/Doc/sfn00615.pdf
https://www.nd.gov/eforms/Doc/sfn00615.pdf
https://www.nd.gov/dhs/services/medicalserv/medicaid/docs/taxonomies-pe.pdf
https://www.nd.gov/dhs/services/medicalserv/medicaid/docs/taxonomies-pe.pdf
https://www.nd.gov/dhs/services/medicalserv/medicaid/docs/taxonomies-pe.pdf
https://www.nd.gov/dhs/services/medicalserv/medicaid/docs/taxonomies-pe.pdf
https://www.nd.gov/dhs/services/medicalserv/medicaid/docs/taxonomies-pe.pdf
https://www.nd.gov/dhs/services/medicalserv/medicaid/docs/taxonomies-pe.pdf
http://www.nd.gov/dhs/info/mmis/docs/mmis-group-provider-code-taxonomy.pdf
http://www.nd.gov/dhs/info/mmis/docs/mmis-group-provider-code-taxonomy.pdf
http://www.nd.gov/dhs/info/mmis/docs/mmis-group-provider-code-taxonomy.pdf
http://www.nd.gov/dhs/info/mmis/docs/mmis-group-provider-code-taxonomy.pdf
http://www.nd.gov/dhs/info/mmis/docs/mmis-group-provider-code-taxonomy.pdf
http://www.nd.gov/dhs/info/mmis/docs/mmis-group-provider-code-taxonomy.pdf
https://npiregistry.cms.hhs.gov/
https://www.nd.gov/eforms/Doc/sfn01168.pdf
https://www.nd.gov/dhs/services/medicalserv/medicaid/docs/taxonomies-pe.pdf
http://www.nd.gov/dhs/info/mmis/docs/mmis-group-provider-code-taxonomy.pdf
http://www.nd.gov/dhs/info/mmis/docs/mmis-group-provider-code-taxonomy.pdf

Group Application Checklist

Page 1 of 3
Targeted Case Management Group (025 - 035)
Type of TCM Services provided (Check all you are enrolling to provide):
[ Child Welfare [J Long Term Care [CJSMI/SED
[J High Risk Pregnant Women & Infants (General Population)
[JHigh Risk Pregnant Women & Infants (Native American Population)
Have Questions?
Click Here for FAQs and More Resources
All 4 Sections and Fields are Required unless specifically marked as not required
Application Tracking #
Provider Name
C
9 Organizational NPI #
)
©
RSN
— B Service Address
C Y= —
O < [Billing Address
s
8 ?:D Mailing Address
F =
_H? Facility Phone
=
-
Q
O |Contact Person
Phone
Email
1. Are you an Out of State Provider (Service location more than 50 miles from the North Dakota border?) L] YES LINO
2. Are you enrolling any additional service locations not listed above at this time? [] YES [INO
If yes, please include a list with the addresses of all service locations being enrolled (must have the same Provider
Type, NPI, EIN, and billing address).
(.\.I 8 Please note: Service addresses located within North Dakota and bordering cities (within 50 miles of the ND border) cannot be enrolled in the
o same record as out of state service locations. Out of state service locations will only be enrolled in an out of state record if services have been
g ] provided gt each locgtion,
— 0
=
8 % 3. Are you exempt from FEDERAL taxes? ] YES ] NO If Exempt from FEDERAL Taxes, submit your IRS issued Tax Exempt Letter.
w O
4. Do you have any Individuals or Businesses which have 5% or more interest in the enrolling group? (Interest
. - L] YES LINO
may be direct or indirect)
5. How many Managing Employees (authorized to sign on behalf of the business) do you have?
If more than 3 Managing Employees, attach a list as part of Section Il of the SFN 1168 (page 2).
List must contain First Names, Last Names, Dates of Birth, and SSNs
6. Are you organized as a corporation, a non-profit corporation, or a government agency organized as a CIYES CINO
corporation?
6a. If Yes, how many Board Members do you have?
If more than 3 Board Members, attach a list as part of Section Ill of the SFN 1168
(page 2).
The documents requested below must be returned to the Department in order to process your enroliment
Please ensure you use the links provided to obtain the current versions of each form. Heloful Links Submitted
(%]
o 8 + |Outdated versions of forms will not be accepted. P
c =9
© S E 1. Coversheet for Fax/Email w
O 8 3] Fax/Email
Y xr O
o )

2. Group Application Checklist



https://npiregistry.cms.hhs.gov/
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf

3. List of Service Locations (Required if you answered Yes to question 2 above)

Attestation submitted must match the TCM services checked at the top of this checklist. If enrolling to

High Risk Pregnant]| High Risk Pregnant
provide more than one type of service, please submit the attestation for each service. = = - .

Women & Infants -] Women & Infants -

Page 2

4. W-9 (10-2018) Printed Name of Signing Managing Employee: W-9 (10-2018)

. . _— . What is the
5. CP 575/147C (Not required if submitting a FEDERAL tax exempt letter issued by the IRS)

CP575/147C?

6. IRS Tax Exempt Letter (Required if you answered Yes to question 3 above) IRS Tax Exempt Letter

If Exempt from FEDERAL Taxes, submit your IRS issued Tax Exempt Letter. A State issued letter cannot w

be substituted. The letter must be issued by the IRS. Agencies
7. Group Attestation for each TCM Service you are enrolling to provide. Child Welfare Long Term Care

of 3

a complete application packet is received by the Department. If the date requested is outside the 90 day
timeframe, the enrollment effective date assigned will be 90 days from the date the complete application
packet was received.

©
Qv
-]
c
- General Native American
g Population Population
k1./)) SMI/SED
-0
‘;’:’ c
o GE) 8. NPI prinout from the NPPES Website NPPES Website
S 3
% O |9.SFN 661 (6-2010) Printed Name of Signing Managing Employee: SFN 661 (6-2010)
)]
- 9a. Bank Letter/Voided Check Must match the Information provided on the SFN 661
Q
o
5 (Required for Out of State providers = Answered yes to question 1 above)
O [10. SFN 509 (10-2018) Date of service must match the enroliment effective date below and match the date of service on the SFN 509 (10-2018)
Q Medical Notes.
o 10a. C f Clai (Required for Out of State providers = Answered yes to question 3 above)
a. Lopy ot Liaim Claims submitted are for Enrollment Purposes Only.
10b. Medical N (Required for Out of State providers = Answered yes to question 3 above)
- Medical Notes Medical Notes submitted are for Enroliment Purposes Only.
Simplified
11.SFN 1168 (8-2020) Instructions based on
FAQs
11a. List of Managing Employees attached to Section IV (Page 2) with dates of birth and SSNs
11b. List of Board Members attached to Section Ill (Page 2) with dates of birth and SSNs.
12. SFN 615 (6-2020) Printed Name of Signing Managing Employee: SFN 615 (6-2020)
Proof of Insurance is not required for any application. If proof of insurance is submitted with an application, it will be deleted from the file. It remains the
provider’s responsibility to ensure that the necessary insurance is in place, but proof of insurance is not required to be submitted for any application.
g PROVIDER TYPE Either 025-Agencies or 047-Indian Health Services/638 Tribal
O
O |SPECIALTY 035-Case Management
¢ |raxonomy 251B00000X
s 0
c O Please coordinate with your billing department and any other applicable area to determine the correct
© 7 |enroliment effective date. The Department will not make changes to that date once the application
0 = is approved and any claims submitted with a date of service prior to the enroliment effective date will
% o |deny. A retroactive enrollment effective date is limited to no more than ninety (90) days™ prior to the date
£
Is)
| -
C
Ll


https://www.irs.gov/pub/irs-pdf/fw9.pdf
https://www.irs.gov/pub/irs-pdf/fw9.pdf
https://npiregistry.cms.hhs.gov/
https://npiregistry.cms.hhs.gov/
https://npiregistry.cms.hhs.gov/
https://npiregistry.cms.hhs.gov/
https://npiregistry.cms.hhs.gov/
https://npiregistry.cms.hhs.gov/
https://www.nd.gov/eforms/Doc/sfn00661.pdf
https://www.nd.gov/eforms/Doc/sfn00661.pdf
https://www.nd.gov/eforms/Doc/sfn00509.pdf
https://www.nd.gov/eforms/Doc/sfn00509.pdf
https://www.nd.gov/eforms/Doc/sfn01168.pdf
https://www.nd.gov/eforms/Doc/sfn01168.pdf
https://www.nd.gov/eforms/Doc/sfn01168.pdf
https://www.nd.gov/eforms/Doc/sfn01168.pdf
https://www.nd.gov/eforms/Doc/sfn01168.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/provider-enrollment-instructions-sfn1168.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/provider-enrollment-instructions-sfn1168.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/provider-enrollment-instructions-sfn1168.pdf
https://www.nd.gov/eforms/Doc/sfn00615.pdf
https://www.nd.gov/eforms/Doc/sfn00615.pdf
https://npiregistry.cms.hhs.gov/
https://www.nd.gov/eforms/Doc/sfn01168.pdf

Section 4:
Enrollment Effective

Date Continued

*If this application is associated with an emergency service, the Department may consider a date more than 90 days prior to the date a

complete application packet is received. You must include a copy of the claim and medical records with your application documents. ;
Page 3 of 3

This application is associated with an emergency service. We are requesting the date of . Refer to the * above.

Requested Enrollment Effective Date

Effective Date

Printed Name of Person
Requesting the Date

Click Here to find more information on Effective Dates and Retro Effective Date Policies

Revision 8/11/2020 JW



Group Application Checklist
Home Health Agency (HHA) (025 - 082)

Have Questions?
Click Here for FAQs and More Resources

All 4 Sections and Fields are Required unless specifically marked as not required

Application Tracking #

Provider Name

c
O |Organizational NPI #
4=
O
- B Service Address
g “‘E Only 1 service location may be enrolled per Medicaid ID.
= pp  |Billing Address
O
o .S
) > |Mailing Address
=
'E Facility Phone
Q
LS
Contact Person
Phone
Email
1. Are you Enrolled in Medicare? ] NO ] YES Medicare Enrollment is required
Please Provide your Medicare ID:
Is your Medicare Record up to date? [INO ] YES
2. Are you Enrolled in Medicaid in another State? [INO []YES
State Abbv: Please Provide your Other State Medicaid ID:
3. Are you an Out of State Provider (Service location more than 50 miles from the North Dakota
] YES 0 NO
border?)
4. Are you exempt from FEDERAL taxes? [JYES [INO If Exempt from FEDERAL Taxes, submit your IRS issued Tax Exempt Letter.
o o m
AN C
— O |5. Doyou have any Individuals or Businesses which have 5% or more interest in the enrolling group? O YES 0O No
O e (Interest may be direct or indirect)
- o
=
8 g 6. How many Managing Employees (authorized to sign on behalf of the business) do you have?
If more than 3 Managing Employees, attach a list as part of Section Ill of the SFN 1168 (page 2).
List must contain First Names, Last Names, Dates of Birth, and SSNs
7. Are you organized as a corporation, a non-profit corporation, or a government agency organized as a O VES ] NO
corporation?
7a. If Yes, how many Board Members do you have?
If more than 3 Board Members, attach a list as part of Section lll of the
SFN 1168 (page 2).
8. What is the name and Medicaid ID, Application Tracking Number, or NPI of the Director or Referring Doctor who will be on your claims
as the Attending Practitioner? (Institutional claims require an attending be enrolled and entered on claims for processing. The "attending" can be either a
medical director or attending/referring doctor. If no attending is included on the claim, or the attending is not enrolled, the claim will deny.)
Name: Medicaid ID/ATN/NPI:
The documents requested below must be returned to the Department in order to process your enroliment
- 2 |Please ensure you use the links provided to obtain the current versions of each form.
%S E y sp Helpful Links | Submitted
S = g Outdated versions of forms will not be accepted.
>
9 . heet f
© § 3 |1. Coversheet for Fax/Email M
g o O Fax/Email
=)

2. Group Application Checklist
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https://npiregistry.cms.hhs.gov/
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf

3. W-9 (10-2018) Printed Name of Signing Managing Employee: W-9 (10-2018)

*If this application is associated with an emergency service, the Department may consider a date more than 90 days prior to the date a
complete application packet is received. You must include a copy of the claim and medical records with your application documents.

. . . . What is th
4. CP 575/147C (Not required if submitting a FEDERAL tax exempt letter issued by the IRS) R ———
CP575/147C?
5. IRS Tax Exempt Letter (Required if you answered Yes to question 4 above) IRS Tax Exempt Letter
o If Exempt from FEDERAL Taxes, submit your IRS issued Tax Exempt Letter. A State issued letter M
Q cannot be substituted. The letter must be issued by the IRS. Agencies
)
c
= 6. Home Health Agency License (it is the responsibility of the provider to keep updated licensure information on file
C |with the state by submitting a copy of the license to provider enrollment each time it is renewed)
8 License # Issued: Expires:
e O
™M = [7. cMs Certification Letter
C o
O E -
— S 8. Medicare EOB
g 3
v (O 9. NPI prinout from the NPPES Website NPPES Website
k3
.= ]9. SFN 661 (6-2010) Printed Name of Signing Managing Employee: SFN 661 (6-2010)
>
O 9a. Bank Letter/Voided Check Must match the Information provided on the SFN 661
Q
('t
(Required for Out of State providers = Answered yes to question 3 above)
11. SFN 509 (10-2018) Date of service must match the enrollment effective date below and match the date of service |SFN 509 (10-2018)
on the Medical Notes.
11a. C £ Clai (Required for Out of State providers = Answered yes to question 3 above)
a. topy of Liaim Claims submitted are for Enrollment Purposes Only.
11b. Medical Not (Required for Out of State providers = Answered yes to question 3 above)
- Viedical Notes Medical Notes submitted are for Enrollment Purposes Only.
Simplified
12. SFN 1168 (8-2020) Instructions based on
FAQs
12a. List of Managing Employees attached to Section lll (Page 2) with dates of birth and SSNs
12b. List of Board Members attached to Section Ill (Page 2) with dates of birth and SSNs.
13. SFN 615 (6-2020) Printed Name of Signing Managing Employee: SFN 615 (6-2020)
Proof of Insurance is not required for any application. If proof of insurance is submitted with an application, it will be deleted from the file. It remains the
provider’s responsibility to ensure that the necessary insurance is in place, but proof of insurance is not required to be submitted for any application.
PROVIDER TYPE 025-Agencies
SPECIALTY 082-Home Health Agency
TAXONOMY 251E00000X
What is a Taxonomy? Click Here to find more information on Taxonomies
Q Already Know your Taxonomy? Click here to find out which Provider Type & Specialty is assigned to your Taxonomy
"(."U http://www.nd.gov/dhs/info/mmis/docs/mmis-group-provider-code-taxonomy.pdf
)]
@ |Please coordinate with your billing department and any other applicable area to determine the correct
. E enrollment effective date. The Department will not make changes to that date once the
< 8 application is approved and any claims submitted with a date of service prior to the enrollment
- = effective date will deny. A retroactive enrollment effective date is limited to no more than ninety (90)
_8 L |days™ prior to the date a complete application packet is received by the Department. If the date
8 -'E requested is outside the 90 day timeframe, the enrollment effective date assigned will be 90 days
vy @ [from the date the complete application packet was received.
O
o
c
Ll

EI This application is associated with an emergency service. We are requesting the date of . Refer to the * above.

Requested Enroliment Effective Date

Printed Name of Person
Requesting the Effective Date
Date

Click Here to find more information on Effective Dates and Retro Effective Date Policies

Revision 8/11/2020 JW
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https://www.nd.gov/eforms/Doc/sfn01168.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/provider-enrollment-instructions-sfn1168.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/provider-enrollment-instructions-sfn1168.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/provider-enrollment-instructions-sfn1168.pdf
https://www.nd.gov/eforms/Doc/sfn00615.pdf
https://www.nd.gov/eforms/Doc/sfn00615.pdf
https://www.nd.gov/dhs/services/medicalserv/medicaid/docs/taxonomies-pe.pdf
https://www.nd.gov/dhs/services/medicalserv/medicaid/docs/taxonomies-pe.pdf
https://www.nd.gov/dhs/services/medicalserv/medicaid/docs/taxonomies-pe.pdf
https://www.nd.gov/dhs/services/medicalserv/medicaid/docs/taxonomies-pe.pdf
https://www.nd.gov/dhs/services/medicalserv/medicaid/docs/taxonomies-pe.pdf
https://www.nd.gov/dhs/services/medicalserv/medicaid/docs/taxonomies-pe.pdf
http://www.nd.gov/dhs/info/mmis/docs/mmis-group-provider-code-taxonomy.pdf
http://www.nd.gov/dhs/info/mmis/docs/mmis-group-provider-code-taxonomy.pdf
http://www.nd.gov/dhs/info/mmis/docs/mmis-group-provider-code-taxonomy.pdf
http://www.nd.gov/dhs/info/mmis/docs/mmis-group-provider-code-taxonomy.pdf
http://www.nd.gov/dhs/info/mmis/docs/mmis-group-provider-code-taxonomy.pdf
http://www.nd.gov/dhs/info/mmis/docs/mmis-group-provider-code-taxonomy.pdf
https://npiregistry.cms.hhs.gov/
https://www.nd.gov/eforms/Doc/sfn01168.pdf
https://www.nd.gov/dhs/services/medicalserv/medicaid/docs/taxonomies-pe.pdf
http://www.nd.gov/dhs/info/mmis/docs/mmis-group-provider-code-taxonomy.pdf
http://www.nd.gov/dhs/info/mmis/docs/mmis-group-provider-code-taxonomy.pdf

Group Application Checklist
Hospice (025 - 454)

Have Questions?
Click Here for FAQs and More Resources

All 4 Sections and Fields are Required unless specifically marked as not required

Application Tracking #

Provider Name

c
O |Organizational NPI #
=
©
.- E Service Address
S
1 0
S "‘E Only 1 service location may be enrolled per Medicaid ID.
8 no |Billing Address
v .S
Vs z Mailing Address
'E Facility Phone
Q
LS
Contact Person
Phone
Email
1. Are you Enrolled in Medicare? ] NO ] YES Medicare Enrollment is required
Please Provide your Medicare ID:
Is your Medicare Record up to date? [0 NO [0 YES
2. Are you Enrolled in Medicaid in another State? [0 NO [] YES
State Abbv: Please Provide your Other State Medicaid ID:
3. Are you an Out of State Provider (Service location more than 50 miles from the North Dakota
L] YES [J NO
border?)
4. Are you exempt from FEDERAL taxes? [1YES [INO If Exempt from FEDERAL Taxes, submit your IRS issued Tax Exempt Letter.
- = U1 |5. Do you have any Individuals or Businesses which have 5% or more interest in the enrolling group?
N C y y o ’ & grotip O YES 0 NO
- O (Interest may be direct or indirect)
O a
-ld @ [|6. How many Managing Employees (authorized to sign on behalf of the business) do you have?
Q = If more than 3 Managing Employees, attach a list as part of Section Ill of the SFN 1168 (page 2).
wn J
List must contain First Names, Last Names, Dates of Birth, and SSNs
7. Are you organized as a corporation, a non-profit corporation, or a government agency organized as a O vES 0 NO
corporation?
7a. If Yes, how many Board Members do you have?
If more than 3 Board Members, attach a list as part of Section Il of the
SFN 1168 (page 2).
8. What is the name and Medicaid ID, Application Tracking Number, or NPI of the medical director or attending doctor which will be on
your claims? (Institutional claims require an attending be enrolled and entered on claims for processing. The "attending" can be either a medical
director or attending/referring doctor. If no attending is included on the claim, or the attending is not enrolled, the claim will deny.)
Name: Medicaid ID/ATN/NPI:
% The documents requested below must be returned to the Department in order to process your enroliment
C
v Please ensure you use the links provided to obtain the current versions of each form. . .
.. £ . . Helpful Links Submitted
M 3 Outdated versions of forms will not be accepted.
[
RS 8 1. Coversheet for Fax/Email w
e Fax/Email
Q0 O
SRR~
g_ 2. Group Application Checklist
Q
o

3. W-9 (10-2018) Printed Name of Signing Managing Employee: W-9 (10-2018)
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https://npiregistry.cms.hhs.gov/
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
https://www.irs.gov/pub/irs-pdf/fw9.pdf
https://www.irs.gov/pub/irs-pdf/fw9.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf

4. CP 575/147C (Not required if submitting a FEDERAL tax exempt letter issued by the IRS) What is the

effective date will deny. A retroactive enrollment effective date is limited to no more than ninety (90)
days™ prior to the date a complete application packet is received by the Department. If the date
requested is outside the 90 day timeframe, the enroliment effective date assigned will be 90 days
from the date the complete application packet was received.

CP575/147C?
5. IRS Tax Exempt Letter (Required if you answered Yes to question 4 above) IRS Tax Exempt Letter
o If Exempt from FEDERAL Taxes, submit your IRS issued Tax Exempt Letter. A State issued letter w
Q cannot be substituted. The letter must be issued by the IRS. Agencies
>
g 6. Hospice License (It is the responsibility of the provider to keep updated licensure information on file with the
C |state by submitting a copy of the license to provider enrollment each time it is renewed)
8 License # Issued: Expires:
™ "= |7. CMS Certification (Survey)
C o
O g
- S 8. Benefit Elect Form
O O
w O
O |9.NPI prinout from the NPPES Website NPPES Website
k3
.~ 9. SFN 661 (6-2010) Printed Name of Signing Managing Employee: SFN 661 (6-2010)
>
(@) 9a. Bank Letter/Voided Check Must match the Information provided on the SFN 661
Q
o
(Required for Out of State providers = Answered yes to question 3 above)
11. SFN 509 (10-2018) Date of service must match the enrollment effective date below and match the date of service |SFN 509 (10-2018)
on the Medical Notes.
. (Required for Out of State providers = Answered yes to question 3 above)
11a. Copy of Claim Claims submitted are for Enrollment Purposes Only.
11b. Medical Not (Required for Out of State providers = Answered yes to question 3 above)
- vViedical Notes Medical Notes submitted are for Enrollment Purposes Only.
Simplified
12. SFN 1168 (8-2020) Instructions based on
FAQs
12a. List of Managing Employees attached to Section Il (Page 2) with dates of birth and SSNs
12b. List of Board Members attached to Section lll (Page 2) with dates of birth and SSNs.
13. SFN 615 (6-2020) Printed Name of Signing Managing Employee: SFN 615 (6-2020)
Proof of Insurance is not required for any application. If proof of insurance is submitted with an application, it will be deleted from the file. It remains the
provider’s responsibility to ensure that the necessary insurance is in place, but proof of insurance is not required to be submitted for any application.
PROVIDER TYPE 025-Agencies
SPECIALTY 454-Hospice Care, Community Based
-ICB TAXONOMY 251G00000X
O
‘&) What is a Taxonomy? Click Here to find more information on Taxonomies
g Already Know your Taxonomy? Click here to find out which Provider Type & Specialty is assigned to your Taxonomy
o et http://www.nd.gov/dhs/info/mmis/docs/mmis-group-provider-code-taxonomy.pdf
O
c QX
O "'uj Please coordinate with your billing department and any other applicable area to determine the correct
"G + |enrollment effective date. The Department will not make changes to that date once the
% g application is approved and any claims submitted with a date of service prior to the enrollment
Is
S
(-
L

*If this application is associated with an emergency service, the Department may consider a date more than 90 days prior to the date a
complete application packet is received. You must include a copy of the claim and medical records with your application documents.

EI This application is associated with an emergency service. We are requesting the date of . Refer to the * above.

Requested Enroliment Effective Date

Printed Name of Person
Requesting the Effective Date
Date

Click Here to find more information on Effective Dates and Retro Effective Date Policies

Revision 8/11/2020 JW
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http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/provider-enrollment-instructions-sfn1168.pdf
https://www.nd.gov/eforms/Doc/sfn00615.pdf
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http://www.nd.gov/dhs/info/mmis/docs/mmis-group-provider-code-taxonomy.pdf
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Group Application Checklist
Local Education Agency (LEA) Special Education (025 - 397)

Have Questions?
Click Here for FAQs and More Resources

All 4 Sections and Fields are Required unless specifically marked as not required

Application Tracking #

Provider Name

C
O |Organizational NPI #
o+
(q0]
- g Service Address
O
g ‘E Billing Address
O 20 |Mmailing Address
v .S
v q? Facility Phone
o
c
D e
o ontact Person
Phone
Email
1. Are you enrolling any additional service locations not listed above at this time? [] YES [0 NO
If yes, please include a list with the addresses of all service locations being enrolled (must have the same
Provider Type, NPI, EIN, and billing address).
Please note: Service addresses located within North Dakota and bordering cities (within 50 miles of the ND border) cannot be enrolled
in the same record as out of state service locations. Out of state service locations will only be enrolled in an out of state record if
services have been provided at each location.
('\] 2 2. Are you exempt from FEDERAL taxes? CJYES [JNO If Exempt from FEDERAL Taxes, submit your IRS issued Tax Exempt Letter.
c O
o "J; 3. Do you have any Individuals or Businesses which have 5% or more interest in the enrolling group?
] . - ] YES [l NO
O D |(Interest may be direct or indirect)
Qo =
wn O . : , :
4. How many Managing Employees (authorized to sign on behalf of the business) do you have?
If more than 3 Managing Employees, attach a list as part of Section Ill of the SFN 1168 (page 2).
List must contain First Names, Last Names, Dates of Birth, and SSNs
5. Are you organized as a corporation, a non-profit corporation, or a government agency organized as a O VES 0 NO
corporation?
5a. If Yes, how many Board Members do you have?
If more than 3 Board Members, attach a list as part of Section il of the
SFN 1168 (page 2).
6. Will you be providing ABA (Applied Behavior Analysis) services? [] YES ] NO
The documents requested below must be returned to the Department in order to process your enroliment
v |Please ensure you use the links provided to obtain the current versions of each form. . .
) . . Helpful Links Submitted
— |Outdated versions of forms will not be accepted.
Q . C heet f
E 1. Coversheet for Fax/Email w
.. Fax/Email
)
o O
CC) 8 2. Group Application Checklist
S -
8 @ |3- List of Service Locations (Required if you answered Yes to question 1 above)
wnv =
=) . — -
O |4. W-9 (10-2018) Printed Name of Signing Managing Employee: W-9 (10-2018)
Q
o .
. . i . What is the
5. CP 575/147C (Not required if submitting a FEDERAL tax exempt letter issued by the IRS) CP575/147C2
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https://npiregistry.cms.hhs.gov/
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
https://www.irs.gov/pub/irs-pdf/fw9.pdf
https://www.irs.gov/pub/irs-pdf/fw9.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf

6. IRS Tax Exempt Letter (Required if you answered Yes to question 2 above)
If Exempt from FEDERAL Taxes, submit your IRS issued Tax Exempt Letter. A State issued letter

IRS Tax Exempt Letter
for Government

complete application packet is received. You must include a copy of the claim and medical records with your application documents.

EI This application is associated with an emergency service. We are requesting the date of . Refer to the * above.

Requested Enrollment Effective Date

cannot be substituted. The letter must be issued by the IRS. Agencies
©
% [7. Speech Therapy License. License must be from one of your rendering Speech Therapy practitioners,
C |must cover the effective date below, and must not be expired.
"E License # Issued: Expires:
@
O . . .
.. v |8 NPIprinout from the NPPES Website NPPES Website
o -+
- c
@) g 9. SFN 661 (6-2010) Printed Name of Signing Managing Employee: SFN 661 (6-2010)
t; 8 9a. Bank Letter/Voided Check Must match the Information provided on the SFN 661
R o
= Simplified
8 10. SFN 1168 (8-2020) Instructions based on
= FAQs
g_ 10a. List of Managing Employees attached to Section lll (Page 2) with dates of birth and SSNs
Q
(a'es 10b. List of Board Members attached to Section Ill (Page 2) with dates of birth and SSNs.
11. SFN 615 (6-2020) Printed Name of Signing Managing Employee: SFN 615 (6-2020)
Proof of Insurance is not required for any application. If proof of insurance is submitted with an application, it will be deleted from the file. It remains the
provider’s responsibility to ensure that the necessary insurance is in place, but proof of insurance is not required to be submitted for any application.
PROVIDER TYPE 025-Agencies
SPECIALTY 397-Local Education (LEA)/Special Education
TAXONOMY 251300000X
@ Please coordinate with your billing department and any other applicable area to determine the correct
-l(_—*c enrollment effective date. The Department will not make changes to that date once the
) |application is approved and any claims submitted with a date of service prior to the enroliment
o |effective date will deny. A retroactive enrollment effective date is limited to no more than ninety (90)
.= |days* prior to the date a complete application packet is received by the Department. If the date
< O |requested is outside the 90 day timeframe, the enrollment effective date assigned will be 90 days
cC HG_J from the date the complete application packet was received.
O Y
o—  LLJ
=)
O +
(D} 8 *If this application is associated with an emergency service, the Department may consider a date more than 90 days prior to the date a
V)
I
| -
c
Ll

Printed Name of Person
Requesting the Effective Date
Date

Click Here to find more information on Effective Dates and Retro Effective Date Policies

Revision 8/11/2020 JW
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Group Application Checklist
Private Duty Nursing (025 - 499)

Have Questions?
Click Here for FAQs and More Resources

All 4 Sections and Fields are Required unless specifically marked as not required

Section 1:
Identifying Information

Application Tracking #

Provider Name

Organizational NPI #

Service Address

Billing Address

Mailing Address

Facility Phone

Contact Person

Phone

Email

Section 2:

Questions

1. Are you Enrolled in Medicare? [JNO CJ YES
Please Provide your Medicare ID:

Is your Medicare Record up to date? [JNO [0 YES

2. Are you Enrolled in Medicaid in another State? [0 NO [] YES
State Abbv: Please Provide your Other State Medicaid ID:

3. Are you enrolling any additional service locations not listed above at this time?

Provider Type, NPI, EIN, and billing address).

services have been provided at each location.

[] YES

[l NO

If yes, please include a list with the addresses of all service locations being enrolled (must have the same

Please note: Service addresses located within North Dakota and bordering cities (within 50 miles of the ND border) cannot be enrolled
in the same record as out of state service locations. Out of state service locations will only be enrolled in an out of state record if

4. Are you exempt from FEDERAL taxes? CJYES [JNO If Exempt from FEDERAL Taxes, submit your IRS issued Tax Exempt Letter.

5. Do you have any Individuals or Businesses which have 5% or more interest in the enrolling group?
(Interest may be direct or indirect)

] YES

[J NO

6. How many Managing Employees (authorized to sign on behalf of the business) do you have?

If more than 3 Managing Employees, attach a list as part of Section Ill of the SFN 1168 (page 2).
List must contain First Names, Last Names, Dates of Birth, and SSNs

7. Are you organized as a corporation, a non-profit corporation, or a government agency organized as a

corporation?

] YES

[1 NO

7a. If Yes, how many Board Members do you have?
If more than 3 Board Members, attach a list as part of Section lll of the

SFN 1168 (page 2).

Section 3:
Required Documents

The documents requested below must be returned to the Department in order to process your enroliment

Please ensure you use the links provided to obtain the current versions of each form.
Outdated versions of forms will not be accepted.

Helpful Links

Submitted

1. Coversheet for Fax/Email

Coversheet for

Fax/Email

2. Group Application Checklist

3. List of Service Locations (Required if you answered Yes to question 3 above)

Page 1 of 2


https://npiregistry.cms.hhs.gov/
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf

*If this application is associated with an emergency service, the Department may consider a date more than 90 days prior to the date a
complete application packet is received. You must include a copy of the claim and medical records with your application documents.

4. W-9 (10-2018) Printed Name of Signing Managing Employee: W-9 (10-2018)
. . o . What is the
5. CP 575/147C (Not required if submitting a FEDERAL tax exempt letter issued by the IRS)
CP575/147C?
6. IRS Tax Exempt Letter (Required if you answered Yes to question 4 above) IRS Tax Exempt Letter
o If Exempt from FEDERAL Taxes, submit your IRS issued Tax Exempt Letter. A State issued letter M
% cannot be substituted. The letter must be issued by the IRS. Agencies
E [7. RN/LPN License. License must be from one of your rendering RN/LPN practitioners, must cover the
g effective date below, and must not be expired.
O License # Issued: Expires:
o™ C |8. NPI prinout from the NPPES Website NPPES Website
C o
Qo E
-IC; = |9: SEN 661 (6-2010) Printed Name of Signing Managing Employee: SFN 661 (6-2010)
O
8 @) 9a. Bank Letter/Voided Check Must match the Information provided on the SFN 661
)]
9 Simplified
.= ]10. SFN 1168 (8-2020) Instructions based on
g_ FAQs
g 10a. List of Managing Employees attached to Section Il (Page 2) with dates of birth and SSNs
10b. List of Board Members attached to Section Il (Page 2) with dates of birth and SSNs.
11. SFN 615 (6-2020) Printed Name of Sighing Managing Employee: SFN 615 (6-2020)
Proof of Insurance is not required for any application. If proof of insurance is submitted with an application, it will be deleted from the file. It remains the
provider’s responsibility to ensure that the necessary insurance is in place, but proof of insurance is not required to be submitted for any application.
PROVIDER TYPE 025-Agencies
SPECIALTY 499-Nursing Care
TAXONOMY 251J00000X
What is a Taxonomy? Click Here to find more information on Taxonomies
Already Know your Taxonomy? Click here to find out which Provider Type & Specialty is assighed to your Taxonomy
W http://www.nd.gov/dhs/info/mmis/docs/mmis-group-provider-code-taxonomy.pdf
)
8 Please coordinate with your billing department and any other applicable area to determine the correct
O enrollment effective date. The Department will not make changes to that date once the
= |application is approved and any claims submitted with a date of service prior to the enrollment
< O |effective date will deny. A retroactive enrollment effective date is limited to no more than ninety (90)
c HG_J days™ prior to the date a complete application packet is received by the Department. If the date
O "'uj requested is outside the 90 day timeframe, the enroliment effective date assigned will be 90 days
O 4+ lfrom the date the complete application packet was received.
Qo C
7 E
Is)
| -
c
L

EI This application is associated with an emergency service. We are requesting the date of . Refer to the * above.

Requested Enrollment Effective Date

Printed Name of Person
Requesting the Effective Date
Date

Click Here to find more information on Effective Dates and Retro Effective Date Policies

Revision 8/11/2020 JW
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https://www.irs.gov/pub/irs-pdf/fw9.pdf
https://www.irs.gov/pub/irs-pdf/fw9.pdf
https://npiregistry.cms.hhs.gov/
https://npiregistry.cms.hhs.gov/
https://npiregistry.cms.hhs.gov/
https://npiregistry.cms.hhs.gov/
https://npiregistry.cms.hhs.gov/
https://npiregistry.cms.hhs.gov/
https://www.nd.gov/eforms/Doc/sfn00661.pdf
https://www.nd.gov/eforms/Doc/sfn00661.pdf
https://www.nd.gov/eforms/Doc/sfn01168.pdf
https://www.nd.gov/eforms/Doc/sfn01168.pdf
https://www.nd.gov/eforms/Doc/sfn01168.pdf
https://www.nd.gov/eforms/Doc/sfn01168.pdf
https://www.nd.gov/eforms/Doc/sfn01168.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/provider-enrollment-instructions-sfn1168.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/provider-enrollment-instructions-sfn1168.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/provider-enrollment-instructions-sfn1168.pdf
https://www.nd.gov/eforms/Doc/sfn00615.pdf
https://www.nd.gov/eforms/Doc/sfn00615.pdf
https://www.nd.gov/dhs/services/medicalserv/medicaid/docs/taxonomies-pe.pdf
https://www.nd.gov/dhs/services/medicalserv/medicaid/docs/taxonomies-pe.pdf
https://www.nd.gov/dhs/services/medicalserv/medicaid/docs/taxonomies-pe.pdf
https://www.nd.gov/dhs/services/medicalserv/medicaid/docs/taxonomies-pe.pdf
https://www.nd.gov/dhs/services/medicalserv/medicaid/docs/taxonomies-pe.pdf
https://www.nd.gov/dhs/services/medicalserv/medicaid/docs/taxonomies-pe.pdf
http://www.nd.gov/dhs/info/mmis/docs/mmis-group-provider-code-taxonomy.pdf
http://www.nd.gov/dhs/info/mmis/docs/mmis-group-provider-code-taxonomy.pdf
http://www.nd.gov/dhs/info/mmis/docs/mmis-group-provider-code-taxonomy.pdf
http://www.nd.gov/dhs/info/mmis/docs/mmis-group-provider-code-taxonomy.pdf
http://www.nd.gov/dhs/info/mmis/docs/mmis-group-provider-code-taxonomy.pdf
http://www.nd.gov/dhs/info/mmis/docs/mmis-group-provider-code-taxonomy.pdf
https://npiregistry.cms.hhs.gov/
https://www.nd.gov/eforms/Doc/sfn01168.pdf
https://www.nd.gov/dhs/services/medicalserv/medicaid/docs/taxonomies-pe.pdf
http://www.nd.gov/dhs/info/mmis/docs/mmis-group-provider-code-taxonomy.pdf
http://www.nd.gov/dhs/info/mmis/docs/mmis-group-provider-code-taxonomy.pdf

Group Application Checklist
General Ambulatory Health Care Facility (026)

Have Questions?
Click Here for FAQs and More Resources

All 4 Sections and Fields are Required unless specifically marked as not required

Application Tracking #

Provider Name

(-
O |Organizational NPI #
=
q°)
.. £ Service Address
S
H q9
CC) — |Billing Address
O 90 |Mmailing Address
v .S
v q? Facility Phone
e
c
D e
o) ontact Person
Phone
Email
1. Are you Enrolled in Medicare? [JNO C1YES
Please Provide your Medicare ID:
Is your Medicare Record up to date? [JNO [0 YES
2. Are you Enrolled in Medicaid in another State? [0 NO [ YES
State Abbv: Please Provide your Other State Medicaid ID:
3. Are you an Out of State Provider (Service location more than 50 miles from the North Dakota
L] YES [J NO
border?)
4. Are you enrolling any additional service locations not listed above at this time? [] YES [0 NO
AN C If yes, please include a list with the addresses of all service locations being enrolled (must have the same
c 9 Provider Type, NPI, EIN, and billing address).
. 9 -'J; Please note: Service addresses located within North Dakota and bordering cities (within 50 miles of the ND border) cannot be enrolled
-IG Q in the same record as out of state service locations. Out of state service locations will only be enrolled in an out of state record if
QU > services have been provided at each location.
wn
5. Are you exempt from FEDERAL taxes? CJYES [JNO If Exempt from FEDERAL Taxes, submit your IRS issued Tax Exempt Letter.
6. Do you have any Individuals or Businesses which have 5% or more interest in the enrolling group?
. - ] YES [l NO
(Interest may be direct or indirect)
7. How many Managing Employees (authorized to sign on behalf of the business) do you have?
If more than 3 Managing Employees, attach a list as part of Section Ill of the SFN 1168 (page 2).
List must contain First Names, Last Names, Dates of Birth, and SSNs
8. Are you organized as a corporation, a non-profit corporation, or a government agency organized as a O VES 0 NO
corporation?
8a. If Yes, how many Board Members do you have?
If more than 3 Board Members, attach a list as part of Section il of the
SFN 1168 (page 2).
The documents requested below must be returned to the Department in order to process your enroliment
.. ) |Please ensure you use the links provided to obtain the current versions of each form. . .
= y P Helpful Links Submitted
— ¥ g |Outdated versions of forms will not be accepted.
o 'S . C heet f
gt g- g 1. Coversheet for Fax/Email i
O O O Fax/Email
P ex o
)

2. Group Application Checklist
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https://npiregistry.cms.hhs.gov/
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf

3. List of Service Locations (Required if you answered Yes to question 4 above)

*If this application is associated with an emergency service, the Department may consider a date more than 90 days prior to the date a
complete application packet is received. You must include a copy of the claim and medical records with your application documents.

EI This application is associated with an emergency service. We are requesting the date of . Refer to the * above.

4. W-9 (10-2018) Printed Name of Signing Managing Employee: W-9 (10-2018)
. . _ . What is the
5. CP 575/147C (Not required if submitting a FEDERAL tax exempt letter issued by the IRS)
CP575/147C?
6. IRS Tax Exempt Letter (Required if you answered Yes to question 5 above) IRS Tax Exempt Letter
N ®) If Exempt from FEDERAL Taxes, submit your IRS issued Tax Exempt Letter. A State issued letter w
Q cannot be substituted. The letter must be issued by the IRS. Agencies
>
E 7. License. License must be from one of your rendering MD practitioners, must cover the effective date
C |below, and must not be expired.
8 License # Issued: Expires:
7))
_ |8. NPI prinout from the NPPES Website NPPES Website
C Q
Q £
-IG = |9-SEN 661 (6-2010) Printed Name of Signing Managing Employee: SFN 661 (6-2010)
O
(% @) 9a. Bank Letter/Voided Check Must match the Information provided on the SFN 661
)]
8 (Required for Out of State providers = Answered yes to question 3 above)
e 10. SFN 509 (10-2018) Date of service must match the enrollment effective date below and match the date of service |SFN 509 (10-2018)
S on the Medical Notes.
O 10a. C £ Clai (Required for Out of State providers = Answered yes to question 3 above)
&J a. Lopy of Liaim Claims submitted are for Enrollment Purposes Only.
10b. Medical Not (Required for Out of State providers = Answered yes to question 3 above)
- Viedical Notes Medical Notes submitted are for Enrollment Purposes Only.
Simplified
11. SFN 1168 (8-2020) Instructions based on
FAQs
11a. List of Managing Employees attached to Section Il (Page 2) with dates of birth and SSNs
11b. List of Board Members attached to Section Ill (Page 2) with dates of birth and SSNs.
12. SFN 615 (6-2020) Printed Name of Signing Managing Employee: SFN 615 (6-2020)
Proof of Insurance is not required for any application. If proof of insurance is submitted with an application, it will be deleted from the file. It remains the
provider’s responsibility to ensure that the necessary insurance is in place, but proof of insurance is not required to be submitted for any application.
PROVIDER TYPE 026- Ambulatory Health Care Facilities
SPECIALTY
Q
E TAXONOMY
at is a Taxonomy? Click Here to find more information on Taxonomies
o WhatisaT ? Click Here to find informati T i
g Already Know your Taxonomy? Click here to find out which Provider Type & Specialty is assighed to your Taxonomy
-8 http://www.nd.gov/dhs/info/mmis/docs/mmis-group-provider-code-taxonomy.pdf
L
HLI: Please coordinate with your billing department and any other applicable area to determine the correct
.. . |enroliment effective date. The Department will not make changes to that date once the
< < |application is approved and any claims submitted with a date of service prior to the enroliment
- g effective date will deny. A retroactive enrollment effective date is limited to no more than ninety (90)
_8 — |days™ prior to the date a complete application packet is received by the Department. If the date
8 e requested is outside the 90 day timeframe, the enroliment effective date assigned will be 90 days
vy < lfrom the date the complete application packet was received.
Ll
(%]
£
O
(-
@)
x
©
—

Requested Enrollment Effective Date

Printed Name of Person
Requesting the Effective Date
Date

Click Here to find more information on Effective Dates and Retro Effective Date Policies

Revision 8/11/2020 JW
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https://www.irs.gov/pub/irs-pdf/fw9.pdf
https://www.irs.gov/pub/irs-pdf/fw9.pdf
https://npiregistry.cms.hhs.gov/
https://npiregistry.cms.hhs.gov/
https://npiregistry.cms.hhs.gov/
https://npiregistry.cms.hhs.gov/
https://npiregistry.cms.hhs.gov/
https://npiregistry.cms.hhs.gov/
https://www.nd.gov/eforms/Doc/sfn00661.pdf
https://www.nd.gov/eforms/Doc/sfn00661.pdf
https://www.nd.gov/eforms/Doc/sfn00509.pdf
https://www.nd.gov/eforms/Doc/sfn00509.pdf
https://www.nd.gov/eforms/Doc/sfn01168.pdf
https://www.nd.gov/eforms/Doc/sfn01168.pdf
https://www.nd.gov/eforms/Doc/sfn01168.pdf
https://www.nd.gov/eforms/Doc/sfn01168.pdf
https://www.nd.gov/eforms/Doc/sfn01168.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/provider-enrollment-instructions-sfn1168.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/provider-enrollment-instructions-sfn1168.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/provider-enrollment-instructions-sfn1168.pdf
https://www.nd.gov/eforms/Doc/sfn00615.pdf
https://www.nd.gov/eforms/Doc/sfn00615.pdf
https://www.nd.gov/dhs/services/medicalserv/medicaid/docs/taxonomies-pe.pdf
https://www.nd.gov/dhs/services/medicalserv/medicaid/docs/taxonomies-pe.pdf
https://www.nd.gov/dhs/services/medicalserv/medicaid/docs/taxonomies-pe.pdf
https://www.nd.gov/dhs/services/medicalserv/medicaid/docs/taxonomies-pe.pdf
https://www.nd.gov/dhs/services/medicalserv/medicaid/docs/taxonomies-pe.pdf
https://www.nd.gov/dhs/services/medicalserv/medicaid/docs/taxonomies-pe.pdf
http://www.nd.gov/dhs/info/mmis/docs/mmis-group-provider-code-taxonomy.pdf
http://www.nd.gov/dhs/info/mmis/docs/mmis-group-provider-code-taxonomy.pdf
http://www.nd.gov/dhs/info/mmis/docs/mmis-group-provider-code-taxonomy.pdf
http://www.nd.gov/dhs/info/mmis/docs/mmis-group-provider-code-taxonomy.pdf
http://www.nd.gov/dhs/info/mmis/docs/mmis-group-provider-code-taxonomy.pdf
http://www.nd.gov/dhs/info/mmis/docs/mmis-group-provider-code-taxonomy.pdf
https://npiregistry.cms.hhs.gov/
https://www.nd.gov/dhs/services/medicalserv/medicaid/docs/taxonomies-pe.pdf
http://www.nd.gov/dhs/info/mmis/docs/mmis-group-provider-code-taxonomy.pdf
http://www.nd.gov/dhs/info/mmis/docs/mmis-group-provider-code-taxonomy.pdf
https://www.nd.gov/eforms/Doc/sfn01168.pdf
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Group Application Checklist
Applied Behavior Analysis (ABA) (026 - 026)

Have Questions?
Click Here for FAQs and More Resources

All 4 Sections and Fields are Required unless specifically marked as not required

Application Tracking #

Provider Name

Organizational NPI #

Service Address

Billing Address

Mailing Address

Facility Phone

Contact Person

Section 1
Identifying Information

Phone
Email
1. Are you enrolling any additional service locations not listed above at this time? [] YES [0 NO
If yes, please include a list with the addresses of all service locations being enrolled (must have the same
Provider Type, NPI, EIN, and billing address).
Please note: Service addresses located within North Dakota and bordering cities (within 50 miles of the ND border) cannot be enrolled
in the same record as out of state service locations. Out of state service locations will only be enrolled in an out of state record if
services have been provided at each location.
o e U"
N g 2. Are you exempt from FEDERAL taxes? ] YES [JNO If Exempt from FEDERAL Taxes, submit your IRS issued Tax Exempt Letter.
c =
O +
- $ 3. Do you have any Individuals or Businesses which have 5% or more interest in the enrolling group? O YES 0O No
8 =S |(Interest may be direct or indirect)
wn
4. How many Managing Employees (authorized to sign on behalf of the business) do you have?
If more than 3 Managing Employees, attach a list as part of Section Ill of the SFN 1168 (page 2).
List must contain First Names, Last Names, Dates of Birth, and SSNs
5. Are you organized as a corporation, a non-profit corporation, or a government agency organized as a O VES ] NO
corporation?
5a. If Yes, how many Board Members do you have?
If more than 3 Board Members, attach a list as part of Section lll of the
SEN 1168 (page 2).
The documents requested below must be returned to the Department in order to process your enroliment
Please ensure you use the links provided to obtain the current versions of each form. . .
. . Helpful Links Submitted
Outdated versions of forms will not be accepted.
. C heet f
1. Coversheet for Fax/Email w
Fax/Email
V)
=
GC.) 2. Group Application Checklist
™M 8 3. List of Service Locations (Required if you answered Yes to question 1 above)
cC O
el e
D o |[4W9 (10-2018) Printed Name of Signing Managing Employee: W-9 (10-2018)
v v
v =
S . . . . What is the
o |5-CP 575/147C (Not required if submitting a FEDERAL tax exempt letter issued by the IRS) S
O CP575/147C?
(a'et
6. IRS Tax Exempt Letter (Required if you answered Yes to question 2 above) IRS Tax Exempt Letter
If Exempt from FEDERAL Taxes, submit your IRS issued Tax Exempt Letter. A State issued letter for Government
cannot be substituted. The letter must be issued by the IRS. Agencies



https://npiregistry.cms.hhs.gov/
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
https://www.irs.gov/pub/irs-pdf/fw9.pdf
https://www.irs.gov/pub/irs-pdf/fw9.pdf
https://www.irs.gov/pub/irs-pdf/fw9.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf

*If this application is associated with an emergency service, the Department may consider a date more than 90 days prior to the date a
complete application packet is received. You must include a copy of the claim and medical records with your application documents.

O [7.Ticense. License must be from one of your rendering practitioners, must cover the effective date
% below, and must not be expired.
C License # Issued: Expires:
)
c
8 8. NPI prinout from the NPPES Website NPPES Website
7))
- C 19.SFN 661 (6-2010) Printed Name of Signing Managing Employee: SFN 661 (6-2010)
Q
9 E 9a. Bank Letter/Voided Check Must match the Information provided on the SFN 661
i
>
O O
wv 9 Simplified
O |10. SEN 1168 (8-2020) Instructions based on
8 FAQs
= 10a. List of Managing Employees attached to Section Ill (Page 2) with dates of birth and SSNs
5
g 10b. List of Board Members attached to Section Ill (Page 2) with dates of birth and SSNs.
o
11. SFN 615 (6-2020) Printed Name of Signing Managing Employee: SFN 615 (6-2020)
Proof of Insurance is not required for any application. If proof of insurance is submitted with an application, it will be deleted from the file. It remains the
provider’s responsibility to ensure that the necessary insurance is in place, but proof of insurance is not required to be submitted for any application.
PROVIDER TYPE 026- Ambulatory Health Care Facilities
SPECIALTY 026-Adolescent and Children Mental Health
TAXONOMY 261QM0855X
What is a Taxonomy? Click Here to find more information on Taxonomies
Q Already Know your Taxonomy? Click here to find out which Provider Type & Specialty is assigned to your Taxonomy
"(."U http://www.nd.gov/dhs/info/mmis/docs/mmis-group-provider-code-taxonomy.pdf
)
@ |Please coordinate with your billing department and any other applicable area to determine the correct
. E enrollment effective date. The Department will not make changes to that date once the
< 5 application is approved and any claims submitted with a date of service prior to the enrollment
c = effective date will deny. A retroactive enrollment effective date is limited to no more than ninety (90)
8 L |days* prior to the date a complete application packet is received by the Department. If the date
8 -'E requested is outside the 90 day timeframe, the enroliment effective date assigned will be 90 days
vy @ Llfrom the date the complete application packet was received.
I
| -
c
L

EI This application is associated with an emergency service. We are requesting the date of . Refer to the * above.

Requested Enrollment Effective Date

Printed Name of Person
Requesting the Effective Date
Date

Click Here to find more information on Effective Dates and Retro Effective Date Policies

Revision 8/11/2020 JW
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https://npiregistry.cms.hhs.gov/
https://npiregistry.cms.hhs.gov/
https://npiregistry.cms.hhs.gov/
https://npiregistry.cms.hhs.gov/
https://npiregistry.cms.hhs.gov/
https://npiregistry.cms.hhs.gov/
https://www.nd.gov/eforms/Doc/sfn00661.pdf
https://www.nd.gov/eforms/Doc/sfn00661.pdf
https://www.nd.gov/eforms/Doc/sfn01168.pdf
https://www.nd.gov/eforms/Doc/sfn01168.pdf
https://www.nd.gov/eforms/Doc/sfn01168.pdf
https://www.nd.gov/eforms/Doc/sfn01168.pdf
https://www.nd.gov/eforms/Doc/sfn01168.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/provider-enrollment-instructions-sfn1168.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/provider-enrollment-instructions-sfn1168.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/provider-enrollment-instructions-sfn1168.pdf
https://www.nd.gov/eforms/Doc/sfn00615.pdf
https://www.nd.gov/eforms/Doc/sfn00615.pdf
https://www.nd.gov/dhs/services/medicalserv/medicaid/docs/taxonomies-pe.pdf
https://www.nd.gov/dhs/services/medicalserv/medicaid/docs/taxonomies-pe.pdf
https://www.nd.gov/dhs/services/medicalserv/medicaid/docs/taxonomies-pe.pdf
https://www.nd.gov/dhs/services/medicalserv/medicaid/docs/taxonomies-pe.pdf
https://www.nd.gov/dhs/services/medicalserv/medicaid/docs/taxonomies-pe.pdf
https://www.nd.gov/dhs/services/medicalserv/medicaid/docs/taxonomies-pe.pdf
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Group Application Checklist
Ambulatory Surgical Center Institutional Billing* (026 - 089)

* Ambulatory Surgical Centers must bill institutional fees in separate records from professional fees. Submit a separate application and checklist for
institutional and professional billing. This checklist is used for the ASC Institutional Billing application.

Have Questions?
Click Here for FAQs and More Resources

All 4 Sections and Fields are Required unless specifically marked as not required

Application Tracking #

Provider Name

c
O |Organizational NPI #
=)
©
.- E Service Address
| -
RN
g — |Billing Address
O B0 |Mailing Address
v .S
n q? Facility Phone
e
c
D e
Ne) ontact Person
Phone
Email
1. Are you Enrolled in Medicare? [JNO ] YES
Please Provide your Medicare ID:
Is your Medicare Record up to date? [JNO [0 YES
2. Are you Enrolled in Medicaid in another State? [0 NO [] YES
State Abbv: Please Provide your Other State Medicaid ID:
3. Are you an Out of State Provider (Service location more than 50 miles from the North Dakota
L] YES [J NO
border?)
4. Are you enrolling any additional service locations not listed above at this time? [] YES [0 NO
AN C If yes, please include a list with the addresses of all service locations being enrolled (must have the same
C 9 Provider Type, NPI, EIN, and billing address).
. 9 "J; Please note: Service addresses located within North Dakota and bordering cities (within 50 miles of the ND border) cannot be enrolled
-IG Q in the same record as out of state service locations. Out of state service locations will only be enrolled in an out of state record if
Q > services have been provided at each location.
wn
5. Are you exempt from FEDERAL taxes? [C1YES [INO If Exempt from FEDERAL Taxes, submit your IRS issued Tax Exempt Letter.
6. Do you have any Individuals or Businesses which have 5% or more interest in the enrolling group? O vES 0O NO
(Interest may be direct or indirect)
7. How many Managing Employees (authorized to sign on behalf of the business) do you have?
If more than 3 Managing Employees, attach a list as part of Section Ill of the SFN 1168 (page 2).
List must contain First Names, Last Names, Dates of Birth, and SSNs
8. Are you organized as a corporation, a non-profit corporation, or a government agency organized as a O VES 0 NO

corporation?

8a. If Yes, how many Board Members do you have?
If more than 3 Board Members, attach a list as part of Section il of the
SFN 1168 (page 2).

9. What is the name and Medicaid ID, Application Tracking Number, or NPI of the Attending physician which will be on your claims?
(Institutional claims require an attending be enrolled and entered on claims for processing. The "attending" can be either a medical director or
attending/referring doctor. If no attending is included on the claim, or the attending is not enrolled, the claim will deny.)

Name: Medicaid ID/ATN/NPI:
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The documents requested below must be returned to the Department in order to process your enroliment

Please ensure you use the links provided to obtain the current versions of each form.
Outdated versions of forms will not be accepted.

Helpful Links

Submitted

1. Coversheet for Fax/Email

Coversheet for

complete application packet is received. You must include a copy of the claim and medical records with your application documents.

[]

This application is associated with an emergency service. We are requesting the date of

Requested Enrollment Effective Date

. Refer to the ** above.

Printed Name of Person

Requesting the Effective Date

Date

Fax/Email
2. Group Application Checklist
3. List of Service Locations (Required if you answered Yes to question 4 above)
4. W-9 (10-2018) Printed Name of Signing Managing Employee: W-9 (10-2018)
. . o . What is the
v |5. CP 575/147C (Not required if submitting a FEDERAL tax exempt letter issued by the IRS)
+ CP575/147C?
C
Q
. E 6. IRS Tax Exempt Letter (Required if you answered Yes to question 5 above) IRS Tax Exempt Letter
on S If Exempt from FEDERAL Taxes, submit your IRS issued Tax Exempt Letter. A State issued letter w
(- 8 cannot be substituted. The letter must be issued by the IRS. Agencies
2 A
t; - 7. License. License must be from one of your attending MD practitioners, must cover the effective date
8 8 below, and must not be expired.
3 License # Issued: Expires:
(@x
g 8. NPI prinout from the NPPES Website NPPES Website
9. SFN 661 (6-2010) Printed Name of Signing Managing Employee: SFN 661 (6-2010)
9a. Bank Letter/Voided Check Must match the Information provided on the SFN 661
(Required for Out of State providers = Answered yes to question 3 above)
10. SFN 509 (10-2018) Date of service must match the enrollment effective date below and match the date of service |SFN 509 (10-2018)
on the Medical Notes.
10a. C £ Clai (Required for Out of State providers = Answered yes to question 3 above)
a. topy of Llaim Claims submitted are for Enrollment Purposes Only.
10b. Medical Not (Required for Out of State providers = Answered yes to question 3 above)
- vViedical Notes Medical Notes submitted are for Enrollment Purposes Only.
Simplified
11. SFN 1168 (8-2020) Instructions based on
FAQs
11a. List of Managing Employees attached to Section Il (Page 2) with dates of birth and SSNs
11b. List of Board Members attached to Section Il (Page 2) with dates of birth and SSNs.
12. SFN 615 (6-2020) Printed Name of Signing Managing Employee: SFN 615 (6-2020)
Proof of Insurance is not required for any application. If proof of insurance is submitted with an application, it will be deleted from the file. It remains the
provider’s responsibility to ensure that the necessary insurance is in place, but proof of insurance is not required to be submitted for any application.
PROVIDER TYPE 026- Ambulatory Health Care Facilities
SPECIALTY 089-Ambulatory Surgical Center
TAXONOMY 261QA1903X
CU - - — - -
-'(_—’U Please coordinate with your billing department and any other applicable area to determine the correct
M |enroliment effective date. The Department will not make changes to that date once the
o |application is approved and any claims submitted with a date of service prior to the enrollment
.= |effective date will deny. A retroactive enrollment effective date is limited to no more than ninety (90)
< O |days** prior to the date a complete application packet is received by the Department. If the date
cC HG_J requested is outside the 90 day timeframe, the enrolilment effective date assigned will be 90 days
© 1 lfrom the date the complete application packet was received
=
(% @ **If this application is associated with an emergency service, the Department may consider a date more than 90 days prior to the date a
0
| -
c
L
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Click Here to find more information on Effective Dates and Retro Effective Date Policies
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Group Application Checklist
Ambulatory Surgical Center Professional Billing* (026)

* Ambulatory Surgical Centers must bill institutional fees in separate records from professional fees. Submit a separate application and checklist for
institutional and professional billing. This checklist is used for the ASC Professional Billing application.

Have Questions?
Click Here for FAQs and More Resources

All 4 Sections and Fields are Required unless specifically marked as not required

Application Tracking #

Provider Name

Organizational NPI #

Service Address

Billing Address

Mailing Address

Facility Phone

Contact Person

Section 1
Identifying Information

Phone

Email

1. Are you an Out of State Provider (Service location more than 50 miles from the North Dakota

L] YES NO
border?) ]
2. Are you enrolling any additional service locations not listed above at this time? [] YES [0 NO
If yes, please include a list with the addresses of all service locations being enrolled (must have the same
Provider Type, NPI, EIN, and billing address).
('\i 2 Please note: Service addresses located within North Dakota and bordering cities (within 50 miles of the ND border) cannot be enrolled
c O in the same record as out of state service locations. Out of state service locations will only be enrolled in an out of state record if
@) = services have been provided at each location.
.43 8
Q > |3. Are you exempt from FEDERAL taxes? 1 YES [JNO If Exempt from FEDERAL Taxes, submit your IRS issued Tax Exempt Letter.
wn O
4. Do you have any Individuals or Businesses which have 5% or more interest in the enrolling group?
. - L] YES ] NO
(Interest may be direct or indirect)
5. How many Managing Employees (authorized to sign on behalf of the business) do you have?
If more than 3 Managing Employees, attach a list as part of Section Ill of the SFN 1168 (page 2).
List must contain First Names, Last Names, Dates of Birth, and SSNs
6. Are you organized as a corporation, a non-profit corporation, or a government agency organized as a O YES 0 NO
corporation?

6a. If Yes, how many Board Members do you have?
If more than 3 Board Members, attach a list as part of Section il of the

SFN 1168 (page 2).

The documents requested below must be returned to the Department in order to process your enrollment

Please ensure you use the links provided to obtain the current versions of each form. ) ]

) ) ) Helpful Links Submitted
E’ Outdated versions of forms will not be accepted.
QO 1. coversheet for Fax/Email w

.. £ Fax/Email

™M S

C 8 2. Group Application Checklist

2 A

i)

8 8 3. List of Service Locations (Required if you answered Yes to question 2 above)

v =
g_ 4. W-9 (10-2018) Printed Name of Signing Managing Employee: W-9 (10-2018)
Q
r


https://npiregistry.cms.hhs.gov/
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
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http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
https://www.irs.gov/pub/irs-pdf/fw9.pdf
https://www.irs.gov/pub/irs-pdf/fw9.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf

EI This application is associated with an emergency service. We are requesting the date of . Refer to the ** above.

Requested Enrollment Effective Date

Printed Name of Person
Requesting the Effective Date
Date

What is the
.CP 575/147C (Not required if mitting a FEDERAL tax exempt | ri he IR S
5. CP 575/147C (Not required if submitting a tax exempt letter issued by the IRS) CP575/147C2
6. IRS Tax Exempt Letter (Required if you answered Yes to question 5 above) IRS Tax Exempt Letter
If Exempt from FEDERAL Taxes, submit your IRS issued Tax Exempt Letter. A State issued letter w
= cannot be substituted. The letter must be issued by the IRS. Agencies
) - - - — -
= |7. License. License must be from one of your rendering MD practitioners, must cover the effective date
< |below, and must not be expired.
"E License # Issued: Expires:
S
.. |8 NPIprinout from the NPPES Website NPPES Website
o +2
- c
o g 9. SFN 661 (6-2010) Printed Name of Signing Managing Employee: SFN 661 (6-2010)
ﬁ S 9a. Bank Letter/Voided Check Must match the Information provided on the SFN 661
Qo O
wv O
() (Required for Out of State providers = Answered yes to question 1 above)
T [10. SFN 509 (10-2018) Date of service must match the enrollment effective date below and match the date of service |SFN 509 (10-2018)
Q on the Medical Notes.
= 10a. C £ Clai (Required for Out of State providers = Answered yes to question 1 above)
g_ a. Lopy ot Liaim Claims submitted are for Enrollment Purposes Only.
O 10b. Medical Not (Required for Out of State providers = Answered yes to question 1 above)
o - vViedical Notes Medical Notes submitted are for Enrollment Purposes Only.
Simplified
11. SFN 1168 (8-2020) Instructions based on
FAQs
11a. List of Managing Employees attached to Section Il (Page 2) with dates of birth and SSNs
11b. List of Board Members attached to Section Il (Page 2) with dates of birth and SSNs.
12. SFN 615 (6-2020) Printed Name of Signing Managing Employee: SFN 615 (6-2020)
Proof of Insurance is not required for any application. If proof of insurance is submitted with an application, it will be deleted from the file. It remains the
provider’s responsibility to ensure that the necessary insurance is in place, but proof of insurance is not required to be submitted for any application.
PROVIDER TYPE 026- Ambulatory Health Care Facilities
L] []
@ SPECIALTY/Taxonomy 503-Single Specialty 504-Multi-Specialty
+> | (Please Choose One) 193400000X 193200000X
O . : — : :
L Please coordinate with your billing department and any other applicable area to determine the correct
= |enrollment effective date. The Department will not make changes to that date once the
‘O |application is approved and any claims submitted with a date of service prior to the enrollment
HG_J effective date will deny. A retroactive enrollment effective date is limited to no more than ninety (90)
"'I_Ij days** prior to the date a complete application packet is received by the Department. If the date
.. 1 |requested is outside the 90 day timeframe, the enrolilment effective date assigned will be 90 days
< S from the date the complete application packet was received
c
o &
> = **If this application is associated with an emergency service, the Department may consider a date more than 90 days prior to the date a
8 8 complete application packet is received. You must include a copy of the claim and medical records with your application documents.
v <
Ll
(%]
3
O
c
@)
x
©
—

Click Here to find more information on Effective Dates and Retro Effective Date Policies
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Group Application Checklist
Dental Group (026)

Have Questions?
Click Here for FAQs and More Resources

All 4 Sections and Fields are Required unless specifically marked as not required

Application Tracking #

Provider Name

C
O |Organizational NPI #
=
(q0]
- B Service Address
g E Billing Address
O B0 |Mailing Address
o .S
N q? Facility Phone
=
(-
Q
S Contact Person
Phone
Email
1. Are you an Out of State Provider (Service location more than 50 miles from the North Dakota
0 YES [J NO
border?)
2. Are you enrolling any additional service locations not listed above at this time? [] YES [0 NO
If yes, please include a list with the addresses of all service locations being enrolled (must have the same
Provider Type, NPI, EIN, and billing address).
Please note: Service addresses located within North Dakota and bordering cities (within 50 miles of the ND border) cannot be enrolled
in the same record as out of state service locations. Out of state service locations will only be enrolled in an out of state record if
services have been provided at each location.
o e U')
N C
(e 9 3. Are you exempt from FEDERAL taxes? ] YES [JNO If Exempt from FEDERAL Taxes, submit your IRS issued Tax Exempt Letter.
9O
5 % 4. Do you have any Individuals or Businesses which have 5% or more interest in the enrolling group? O VEs 0 No
g g (Interest may be direct or indirect)
5. How many Managing Employees (authorized to sign on behalf of the business) do you have?
If more than 3 Managing Employees, attach a list as part of Section Ill of the SFN 1168 (page 2).
List must contain First Names, Last Names, Dates of Birth, and SSNs
6. Are you organized as a corporation, a non-profit corporation, or a government agency organized as a O YES 0 NO
corporation?
6a. If Yes, how many Board Members do you have?
If more than 3 Board Members, attach a list as part of Section il of the
SFN 1168 (page 2).
The documents requested below must be returned to the Department in order to process your enroliment
Please ensure you use the links provided to obtain the current versions of each form. . ]
; ) Helpful Links Submitted
. Outdated versions of forms will not be accepted.
i)
C |1. Coversheet for Fax/Email w
() Fax/Email
.. £
o 8 2. Group Application Checklist
cC O
el e
O © |3 List of Service Locations (Required if you answered Yes to question 2 above)
& £
g_ 4. W-9 (10-2018) Printed Name of Signing Managing Employee: W-9 (10-2018)
)
ac . . i . What is the
5. CP 575/147C (Not required if submitting a FEDERAL tax exempt letter issued by the IRS) C—P575/147c?
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6. IRS Tax Exempt Letter (Required if you answered Yes to question 3 above)
If Exempt from FEDERAL Taxes, submit your IRS issued Tax Exempt Letter. A State issued letter

IRS Tax Exempt Letter
for Government

EI This application is associated with an emergency service. We are requesting the date of . Refer to the * above.

Requested Enrollment Effective Date

Printed Name of Person
Requesting the Effective Date
Date

- cannot be substituted. The letter must be issued by the IRS. Agencies
)
> |7. License. License must be from one of your MD practitioners, must cover the effective date below, and
£ |must not be expired.
'E License # Issued: Expires:
O
O , : ,
.. |8 NPIprinout from the NPPES Website NPPES Website
o) +2
- c
o g 9. SFN 661 (6-2010) Printed Name of Signing Managing Employee: SFN 661 (6-2010)
t; > 9a. Bank Letter/Voided Check Must match the Information provided on the SFN 661
Qo O
v O
() (Required for Out of State providers = Answered yes to question 1 above)
O [10. SFN 509 (10-2018) Date of service must match the enrollment effective date below and match the date of service |SFN 509 (10-2018)
8 on the Medical Notes.
o— . (Required for Out of State providers = Answered yes to question 1 above)
> 10a. Copy of Claim . .
O Claims submitted are for Enrollment Purposes Only.
Q 10b. Medical Not (Required for Out of State providers = Answered yes to question 1 above)
(a'es - lviedical Notes Medical Notes submitted are for Enrollment Purposes Only.
Simplified
11. SFN 1168 (8-2020) Instructions based on
FAQs
11a. List of Managing Employees attached to Section Il (Page 2) with dates of birth and SSNs
11b. List of Board Members attached to Section Ill (Page 2) with dates of birth and SSNs.
12. SFN 615 (6-2020) Printed Name of Signing Managing Employee: SFN 615 (6-2020)
Proof of Insurance is not required for any application. If proof of insurance is submitted with an application, it will be deleted from the file. It remains the
provider’s responsibility to ensure that the necessary insurance is in place, but proof of insurance is not required to be submitted for any application.
PROVIDER TYPE 026- Ambulatory Health Care Facilities
L] []
@ SPECIALTY/Taxonomy 437-Dental Clinic 503-Single Specialty
+> | (Please Choose One) 261QD0000X 193400000X
O : : — : :
) Please coordinate with your billing department and any other applicable area to determine the correct
> |enrollment effective date. The Department will not make changes to that date once the
= p g
‘O |application is approved and any claims submitted with a date of service prior to the enrollment
HG_J effective date will deny. A retroactive enrollment effective date is limited to no more than ninety (90)
"'I_Ij days* prior to the date a complete application packet is received by the Department. If the date
.. 4 |requested is outside the 90 day timeframe, the enrolilment effective date assigned will be 90 days
< g from the date the complete application packet was received
c
o &
‘'> = *If this application is associated with an emergency service, the Department may consider a date more than 90 days prior to the date a
8 8 complete application packet is received. You must include a copy of the claim and medical records with your application documents.
v <
Ll
%]
3
O
c
@)
x
©
—

Click Here to find more information on Effective Dates and Retro Effective Date Policies
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Group Application Checklist
FQHC (Federally Qualified Health Center)* (026 - 361)

*FQHCs cannot bill services for Optometrists, Chiropractors, or Podiatrists through this enrollment. These services must be billed under a separate
enrollment for an FQHC Optometrist/Chiropractic/Podiatrist Billing Group with either taxonomy 193400000X or 193200000X.

Have Questions?
Click Here for FAQs and More Resources

All 4 Sections and Fields are Required unless specifically marked as not required

Application Tracking #

Provider Name

c
O |Organizational NPI #
=
©
. g Service Address
1 0
g “'E Only 1 service location may be enrolled per Medicaid ID.
8 no |Billing Address
v .S
(Vp)] q? Mailing Address
"E Facility Phone
)
LS
Contact Person
Phone
Email
1. Are you Enrolled in Medicare? ] NO C1YES Medicare Enrollment is required
Please Provide your Medicare ID:
Is your Medicare Record up to date? [JNO [ YES
2. Are you an Out of State Provider (Service location more than 50 miles from the North Dakota
L] YES [J] NO
border?)
3. Are you exempt from FEDERAL taxes? ] YES [INO If Exempt from FEDERAL Taxes, submit your IRS issued Tax Exempt Letter.
4. Do you have any Individuals or Businesses which have 5% or more interest in the enrolling group? O YES 0O No
c+ U |(Interest may be direct or indirect)
N
c O
@) "J; 5. How many Managing Employees (authorized to sign on behalf of the business) do you have?
"6 @ |If more than 3 Managing Employees, attach a list as part of Section Ill of the SFN 1168 (page 2).
Q > |List must contain First Names, Last Names, Dates of Birth, and SSNs
wn d
6. Are you organized as a corporation, a non-profit corporation, or a government agency organized as a O VES 0] NO
corporation?
6a. If Yes, how many Board Members do you have?
If more than 3 Board Members, attach a list as part of Section lll of the
SFN 1168 (page 2).
7 |The documents requested below must be returned to the Department in order to process your enroliment
c
@ |Please ensure you use the links provided to obtain the current versions of each form. . .
& . . Helpful Links Submitted
& = |Outdated versions of forms will not be accepted.
3 Coversheet for
S O |1. Coversheet for Fax/Email B —
9o A v X/ : Fax/Email
C ©
m q) . . .
wn g 2. Group Application Checklist
9]
oc  |3.W-9(10-2018) Printed Name of Signing Managing Employee: W-9 (10-2018)
4. CP 575/147C (Not required if submitting a FEDERAL tax exempt letter issued by the IRS) What is the.
CP575/147C?
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https://npiregistry.cms.hhs.gov/
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
https://www.irs.gov/pub/irs-pdf/fw9.pdf
https://www.irs.gov/pub/irs-pdf/fw9.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf

5. IRS Tax Exempt Letter (Required if you answered Yes to question 3 above) IRS Tax Exempt Letter
If Exempt from FEDERAL Taxes, submit your IRS issued Tax Exempt Letter. A State issued letter for Government
cannot be substituted. The letter must be issued by the IRS. Agencies

6. License. License must be from one of your MD practitioners, must cover the effective date below, and
must not be expired.
License # Issued: Expires:

7. CMS Certification Letter

EI This application is associated with an emergency service. We are requesting the date of . Refer to the ** above.

Requested Enrollment Effective Date

Printed Name of Person
Requesting the Effective Date
Date

i®)
Q
>
=
=
c
@)
) |8. NPI prinout from the NPPES Website NPPES Website
7))
o 4=
- S 9. SFN 661 (6-2010) Printed Name of Signing Managing Employee: SFN 661 (6-2010)
9 E 9a. Bank Letter/Voided Check Must match the Information provided on the SFN 661
0 S
Q O
Vp) 8 (Required for Out of State providers = Answered yes to question 3 above)
10. SFN 509 (10-2018) Date of service must match the enrollment effective date below and match the date of service |SFN 509 (10-2018)
© on the Medical Notes.
8 . (Required for Out of State providers = Answered yes to question 3 above)
— 10a. Copy of Claim . .
S Claims submitted are for Enrollment Purposes Only.
O ] (Required for Out of State providers = Answered yes to question 3 above)
g 10b. Medical Notes Medical Notes submitted are for Enrollment Purposes Only.
Simplified
11. SFN 1168 (8-2020) Instructions based on
FAQs
11a. List of Managing Employees attached to Section Il (Page 2) with dates of birth and SSNs
11b. List of Board Members attached to Section lll (Page 2) with dates of birth and SSNs.
12. SFN 615 (6-2020) Printed Name of Signing Managing Employee: SFN 615 (6-2020)
Proof of Insurance is not required for any application. If proof of insurance is submitted with an application, it will be deleted from the file. It remains the
provider’s responsibility to ensure that the necessary insurance is in place, but proof of insurance is not required to be submitted for any application.
PROVIDER TYPE 026- Ambulatory Health Care Facilities
W SPECIALTY 361-Federally Qualified Health Center
"(_-’U TAXONOMY 261QF0400X
- . . __ . .
o [|Please coordinate with your billing department and any other applicable area to determine the correct
.= |enrollment effective date. The Department will not make changes to that date once the
"0 |application is approved and any claims submitted with a date of service prior to the enrollment
HG_J effective date will deny. A retroactive enrollment effective date is limited to no more than ninety (90)
“',_,j days** prior to the date a complete application packet is received by the Department. If the date
.. 4o |requested is outside the 90 day timeframe, the enrollment effective date assigned will be 90 days
< g from the date the complete application packet was received.
c
o £
-ld 6 **If this application is associated with an emergency service, the Department may consider a date more than 90 days prior to the date a
Q@ s complete application packet is received. You must include a copy of the claim and medical records with your application documents.
v C
Ll
(%]
3
@)
c
@)
x
O
—

Click Here to find more information on Effective Dates and Retro Effective Date Policies

Revision 8/11/2020 JW
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https://npiregistry.cms.hhs.gov/
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https://npiregistry.cms.hhs.gov/
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http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/provider-enrollment-instructions-sfn1168.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/provider-enrollment-instructions-sfn1168.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/provider-enrollment-instructions-sfn1168.pdf
https://www.nd.gov/eforms/Doc/sfn00615.pdf
https://www.nd.gov/eforms/Doc/sfn00615.pdf
https://npiregistry.cms.hhs.gov/
https://www.nd.gov/eforms/Doc/sfn01168.pdf
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Group Application Checklist
FQHC Billing Group for Optometrist, Chiropractor, and/or Podiatrist* (026)

*All FQHCs must be enrolled with Medicare before enrolling with ND Medicaid.
FQHCs can only use this checklist to enroll for services provided by Optometrists, Chiropractors, and/or Podiatrists. For FQHC services not provided
by Optometrists, Chiropractors, or Podiatrists, use the regular FQHC checklist with taxonomy 261QF0400X.

Have Questions?
Click Here for FAQs and More Resources

All 4 Sections and Fields are Required unless specifically marked as not required

Section 1:
Identifying Information

Application Tracking #

Provider Name

Organizational NPI #

Service Address

Billing Address

Mailing Address

Facility Phone

Contact Person

Phone

Email

Section 2;:
Questions

1. Are you an Out of State Provider (Service location more than 50 miles from the North Dakota

[J] YES NO
border?) [
2. Are you enrolling any additional service locations not listed above at this time? [] YES [0 NO
If yes, please include a list with the addresses of all service locations being enrolled (must have the same
Provider Type, NPI, EIN, and billing address).
Please note: Service addresses located within North Dakota and bordering cities (within 50 miles of the ND border) cannot be enrolled
in the same record as out of state service locations. Out of state service locations will only be enrolled in an out of state record if
services have been provided at each location.
3. Are you exempt from FEDERAL taxes? CJYES [JNO If Exempt from FEDERAL Taxes, submit your IRS issued Tax Exempt Letter.
4. Do you have any Individuals or Businesses which have 5% or more interest in the enrolling group?
. R L] YES [l NO
(Interest may be direct or indirect)
5. How many Managing Employees (authorized to sign on behalf of the business) do you have?
If more than 3 Managing Employees, attach a list as part of Section Ill of the SFN 1168 (page 2).
List must contain First Names, Last Names, Dates of Birth, and SSNs
6. Are you organized as a corporation, a non-profit corporation, or a government agency organized as a O vEs 0 NO
corporation?

6a. If Yes, how many Board Members do you have?
If more than 3 Board Members, attach a list as part of Section lll of the

SFN 1168 (page 2).

Section 3:
Required Documents

The documents requested below must be returned to the Department in order to process your enroliment

Please ensure you use the links provided to obtain the current versions of each form.

Helpful Link i
Outdated versions of forms will not be accepted. €iptul Hinks Submitted

Coversheet for

1. Coversheet for Fax/Email -
Fax/Email

2. Group Application Checklist

3. List of Service Locations (Required if you answered Yes to question 2 above)

4. W-9 (10-2018) Printed Name of Signing Managing Employee: W-9 (10-2018)



https://npiregistry.cms.hhs.gov/
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
https://www.irs.gov/pub/irs-pdf/fw9.pdf
https://www.irs.gov/pub/irs-pdf/fw9.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf

EI This application is associated with an emergency service. We are requesting the date of . Refer to the ** above.

Requested Enrollment Effective Date

Printed Name of Person
Requesting the Effective Date
Date

What is the
.CP 575/147C (Not required if mitting a FEDERAL tax exempt | ri he IR S
5. CP 575/147C (Not required if submitting a tax exempt letter issued by the IRS) CP575/147C2
6. IRS Tax Exempt Letter (Required if you answered Yes to question 3 above) IRS Tax Exempt Letter
o If Exempt from FEDERAL Taxes, submit your IRS issued Tax Exempt Letter. A State issued letter w
Q cannot be substituted. The letter must be issued by the IRS. Agencies
)
..% 7. License. License must be from one of your rendering practitioners, must cover the effective date
C |below, and must not be expired.
8 License # Issued: Expires:
e O
C |8. NPI prinout from the NPPES Website NPPES Website
C o
Q £
-Id = |9- SEN 661 (6-2010) Printed Name of Signing Managing Employee: SFN 661 (6-2010)
O
g (@) 9a. Bank Letter/Voided Check Must match the Information provided on the SFN 661
)]
8 (Required for Out of State providers = Answered yes to question 1 above)
e 10. SFN 509 (10-2018) Date of service must match the enrollment effective date below and match the date of service |SFN 509 (10-2018)
S on the Medical Notes.
O 10a. C £ Clai (Required for Out of State providers = Answered yes to question 1 above)
g a. Lopy ot Liaim Claims submitted are for Enrollment Purposes Only.
10b. Medical Not (Required for Out of State providers = Answered yes to question 1 above)
- vViedical Notes Medical Notes submitted are for Enrollment Purposes Only.
Simplified
11. SFN 1168 (8-2020) Instructions based on
FAQs
11a. List of Managing Employees attached to Section Ill (Page 2) with dates of birth and SSNs
11b. List of Board Members attached to Section Ill (Page 2) with dates of birth and SSNs.
12. SFN 615 (6-2020) Printed Name of Signing Managing Employee: SFN 615 (6-2020)
Proof of Insurance is not required for any application. If proof of insurance is submitted with an application, it will be deleted from the file. It remains the
provider’s responsibility to ensure that the necessary insurance is in place, but proof of insurance is not required to be submitted for any application.
PROVIDER TYPE 026- Ambulatory Health Care Facilities
L]
W SPECIALTY/Taxonomy 503-Single Specialty 504-Mulltjl-SpeciaIty
+2 | (Please Choose One) 193400000X 193200000X
- . . — . .
@ |Please coordinate with your billing department and any other applicable area to determine the correct
= |enrollment effective date. The Department will not make changes to that date once the
‘O |application is approved and any claims submitted with a date of service prior to the enrollment
HG_J effective date will deny. A retroactive enrollment effective date is limited to no more than ninety (90)
“'uj days™* prior to the date a complete application packet is received by the Department. If the date
.. 4= |requested is outside the 90 day timeframe, the enroliment effective date assigned will be 90 days
< g from the date the complete application packet was received.
c
o £
-IG _O **|f this application is associated with an emergency service, the Department may consider a date more than 90 days prior to the date a
@ & complete application packet is received. You must include a copy of the claim and medical records with your application documents.
v £
L
%]
3
o
C
O
X
48]
—

Click Here to find more information on Effective Dates and Retro Effective Date Policies

Revision 8/11/2020 JW
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Group Application Checklist
Mental Health Rehab Group (026 - 360)

Are you a Mental Health "Rehab" group?
Click Here for the ND Medicaid State Plan for Rehabilitative Services.

Have Questions?
Click Here for FAQs and More Resources

All 4 Sections and Fields are Required unless specifically marked as not required

Application Tracking #

Provider Name

c
O |Organizational NPI #
4=
O
.- E Service Address
| -
RN
g — |Billing Address
O B0 |Mailing Address
o .S
N q? Facility Phone
e
c
D e
o ontact Person
Phone
Email
1. Are you Enrolled in Medicare? [JNO ] YES
Please Provide your Medicare ID:
Is your Medicare Record up to date? [JNO [0 YES
2. Are you Enrolled in Medicaid in another State? [0 NO ] YES
State Abbv: Please Provide your Other State Medicaid ID:
3. Are you an Out of State Provider (Service location more than 50 miles from the North Dakota
L] YES [J NO
border?)
4. Are you enrolling any additional service locations not listed above at this time? [] YES [0 NO
AN C If yes, please include a list with the addresses of all service locations being enrolled (must have the same
C 9 Provider Type, NPI, EIN, and billing address).
. 9 "J; Please note: Service addresses located within North Dakota and bordering cities (within 50 miles of the ND border) cannot be enrolled
"6 Q in the same record as out of state service locations. Out of state service locations will only be enrolled in an out of state record if
Q - services have been provided at each location.
wn
5. Are you exempt from FEDERAL taxes? [C1YES [INO If Exempt from FEDERAL Taxes, submit your IRS issued Tax Exempt Letter.
6. Do you have any Individuals or Businesses which have 5% or more interest in the enrolling group? O YES 0O NO
(Interest may be direct or indirect)
7. How many Managing Employees (authorized to sign on behalf of the business) do you have?
If more than 3 Managing Employees, attach a list as part of Section Ill of the SFN 1168 (page 2).
List must contain First Names, Last Names, Dates of Birth, and SSNs
8. Are you organized as a corporation, a non-profit corporation, or a government agency organized as a O VES 0 NO
corporation?

8a. If Yes, how many Board Members do you have?
If more than 3 Board Members, attach a list as part of Section il of the

SFN 1168 (page 2).

Section 3:
Required
Documents

The documents requested below must be returned to the Department in order to process your enroliment

Please ensure you use the links provided to obtain the current versions of each form.

Helpful Link i
Outdated versions of forms will not be accepted. clptul Hinks Submitted

Coversheet for

1. Coversheet for Fax/Email -
Fax/Email



https://npiregistry.cms.hhs.gov/
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf

2. Group Application Checklist

3. List of Service Locations (Required if you answered Yes to question 4 above)

4. W-9 (10-2018) Printed Name of Signing Managing Employee: W-9 (10-2018)

5. CP 575/147C (Not required if submitting a FEDERAL tax exempt letter issued by the IRS) What is the
CP575/147C?

6. IRS Tax Exempt Letter (Required if you answered Yes to question 5 above) IRS Tax Exempt Letter

If Exempt from FEDERAL Taxes, submit your IRS issued Tax Exempt Letter. A State issued letter for Government

cannot be substituted. The letter must be issued by the IRS. Agencies

7. License. License must be from one of your rendering practitioners, must cover the effective date
below, and must not be expired.

*If this application is associated with an emergency service, the Department may consider a date more than 90 days prior to the date a
complete application packet is received. You must include a copy of the claim and medical records with your application documents.

)
()
>
=
o+
c
8 License # Issued: Expires:
7))
_ |8. NPI prinout from the NPPES Website NPPES Website
C o
O E
-IG = |9- SEN 661 (6-2010) Printed Name of Signing Managing Employee: SFN 661 (6-2010)
O
(% @) 9a. Bank Letter/Voided Check Must match the Information provided on the SFN 661
)]
8 (Required for Out of State providers = Answered yes to question 3 above)
e 10. SFN 509 (10-2018) Date of service must match the enroliment effective date below and match the date of service | SFN 509 (10-2018)
S on the Medical Notes.
O 10a. C £ Clai (Required for Out of State providers = Answered yes to question 3 above)
g a. Lopy of Liaim Claims submitted are for Enrollment Purposes Only.
10b. Medical Not (Required for Out of State providers = Answered yes to question 3 above)
- Viedical Notes Medical Notes submitted are for Enrollment Purposes Only.
11. Rehab Questionnaire Rehab Questionnaire
12. SFN 9 (10-2020) SFN 9 (10-2020)
Simplified
13. SFN 1168 (8-2020) Instructions based on
FAQs
13a. List of Managing Employees attached to Section Il (Page 2) with dates of birth and SSNs
13b. List of Board Members attached to Section Il (Page 2) with dates of birth and SSNs.
14. SFN 615 (6-2020) Printed Name of Signing Managing Employee: SFN 615 (6-2020)
Proof of Insurance is not required for any application. If proof of insurance is submitted with an application, it will be deleted from the file. It remains the
provider’s responsibility to ensure that the necessary insurance is in place, but proof of insurance is not required to be submitted for any application.
PROVIDER TYPE 026- Ambulatory Health Care Facilities
SPECIALTY 360-Mental Health (Incl. Comm Mntl Hith)
TAXONOMY 261QMO0801X
What is a Taxonomy? Click Here to find more information on Taxonomies
) Already Know your Taxonomy? Click here to find out which Provider Type & Specialty is assighed to your Taxonomy
"("U http://www.nd.gov/dhs/info/mmis/docs/mmis-group-provider-code-taxonomy.pdf
)]
@ |Please coordinate with your billing department and any other applicable area to determine the correct
E enrollment effective date. The Department will not make changes to that date once the
<+ o |application is approved and any claims submitted with a date of service prior to the enrollment
C ..,G_J effective date will deny. A retroactive enrollment effective date is limited to no more than ninety (90)
_8 L |days™ prior to the date a complete application packet is received by the Department. If the date
8) -lE requested is outside the 90 day timeframe, the enrollment effective date assigned will be 90 days
g o LUrom the date the complete application packet was recejved
O
| -
(-
L

EI This application is associated with an emergency service. We are requesting the date of . Refer to the * above.
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https://www.nd.gov/eforms/Doc/sfn00615.pdf
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https://www.nd.gov/dhs/services/medicalserv/medicaid/docs/taxonomies-pe.pdf
https://www.nd.gov/dhs/services/medicalserv/medicaid/docs/taxonomies-pe.pdf
https://www.nd.gov/dhs/services/medicalserv/medicaid/docs/taxonomies-pe.pdf
https://www.nd.gov/dhs/services/medicalserv/medicaid/docs/taxonomies-pe.pdf
https://www.nd.gov/dhs/services/medicalserv/medicaid/docs/taxonomies-pe.pdf
https://www.nd.gov/dhs/services/medicalserv/medicaid/docs/taxonomies-pe.pdf
http://www.nd.gov/dhs/info/mmis/docs/mmis-group-provider-code-taxonomy.pdf
http://www.nd.gov/dhs/info/mmis/docs/mmis-group-provider-code-taxonomy.pdf
http://www.nd.gov/dhs/info/mmis/docs/mmis-group-provider-code-taxonomy.pdf
http://www.nd.gov/dhs/info/mmis/docs/mmis-group-provider-code-taxonomy.pdf
http://www.nd.gov/dhs/info/mmis/docs/mmis-group-provider-code-taxonomy.pdf
http://www.nd.gov/dhs/info/mmis/docs/mmis-group-provider-code-taxonomy.pdf
https://www.nd.gov/eforms/Doc/sfn01168.pdf
https://www.nd.gov/dhs/services/medicalserv/medicaid/docs/taxonomies-pe.pdf
http://www.nd.gov/dhs/info/mmis/docs/mmis-group-provider-code-taxonomy.pdf
http://www.nd.gov/dhs/info/mmis/docs/mmis-group-provider-code-taxonomy.pdf
https://npiregistry.cms.hhs.gov/
https://www.nd.gov/eforms/Doc/sfn00009.pdf

Requested Enrollment Effective Date

Printed Name of Person
Requesting the Effective Date
Date

Click Here to find more information on Effective Dates and Retro Effective Date Policies

Revision 9/30/2020 JW
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Group Application Checklist
Physical Therapy Group (026 - 110)

Have Questions?
Click Here for FAQs and More Resources

All 4 Sections and Fields are Required unless specifically marked as not required

Application Tracking #

Provider Name

C
O |Organizational NPI #
=
(q0]
.- E Service Address
| -
H 8
g — |Billing Address
O B0 |Mailing Address
o .S
N q? Facility Phone
o
(-
L e
Ne) ontact Person
Phone
Email
1. Are you Enrolled in Medicare? [JNO C1YES
Please Provide your Medicare ID:
Is your Medicare Record up to date? [JNO [0 YES
2. Are you Enrolled in Medicaid in another State? [0 NO ] YES
State Abbv: Please Provide your Other State Medicaid ID:
3. Are you an Out of State Provider (Service location more than 50 miles from the North Dakota
L] YES [J NO
border?)
4. Are you enrolling any additional service locations not listed above at this time? [] YES [0 NO
AN C If yes, please include a list with the addresses of all service locations being enrolled (must have the same
c 9 Provider Type, NPI, EIN, and billing address).
. 9 "J; Please note: Service addresses located within North Dakota and bordering cities (within 50 miles of the ND border) cannot be enrolled
"6 Q in the same record as out of state service locations. Out of state service locations will only be enrolled in an out of state record if
Q 8 services have been provided at each location.
V)
5. Are you exempt from FEDERAL taxes? []YES [INO If Exempt from FEDERAL Taxes, submit your IRS issued Tax Exempt Letter.
6. Do you have any Individuals or Businesses which have 5% or more interest in the enrolling group?
. - ] YES ] NO
(Interest may be direct or indirect)
7. How many Managing Employees (authorized to sign on behalf of the business) do you have?
If more than 3 Managing Employees, attach a list as part of Section Ill of the SFN 1168 (page 2).
List must contain First Names, Last Names, Dates of Birth, and SSNs
8. Are you organized as a corporation, a non-profit corporation, or a government agency organized as a O YES 0 NO
corporation?
8a. If Yes, how many Board Members do you have?
If more than 3 Board Members, attach a list as part of Section il of the
SFN 1168 (page 2).
The documents requested below must be returned to the Department in order to process your enroliment
(%]
m © ‘= |Please ensure you use the links provided to obtain the current versions of each form. . .
c 95 . . Helpful Links Submitted
65 £ Outdated versions of forms will not be accepted.
g . C heet f
[S) g 3 |1- Coversheet for Fax/Email Loversheet Tor
Vo O Fax/Email
N &
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https://npiregistry.cms.hhs.gov/
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf

2. Group Application Checklist

3. List of Service Locations (Required if you answered Yes to question 4 above)

complete application packet is received. You must include a copy of the claim and medical records with your application documents.

EI This application is associated with an emergency service. We are requesting the date of . Refer to the * above.

4. W-9 (10-2018) Printed Name of Signing Managing Employee: W-9 (10-2018)
. . _ . What is the
5. CP 575/147C (Not required if submitting a FEDERAL tax exempt letter issued by the IRS)
CP575/147C?
6. IRS Tax Exempt Letter (Required if you answered Yes to question 5 above) IRS Tax Exempt Letter
o If Exempt from FEDERAL Taxes, submit your IRS issued Tax Exempt Letter. A State issued letter w
% cannot be substituted. The letter must be issued by the IRS. Agencies
E 7. License. License must be from one of your rendering Physical Therapists, must cover the effective
C |date below, and must not be expired.
8 License # Issued: Expires:
e O
o -+
c g 8. NPI prinout from the NPPES Website NPPES Website
Qo E
0 8 9. SFN 661 (6-2010) Printed Name of Signing Managing Employee: SFN 661 (6-2010)
()
Vg 8 9a. Bank Letter/Voided Check Must match the Information provided on the SFN 661
®)
Q (Required for Out of State providers = Answered yes to question 3 above)
.= |10. SFN 509 (10-2018)  Date of service must match the enroliment effective date below and match the date of service |SFN 509 (10-2018)
g_ on the Medical Notes.
Q 10a. C £ Clai (Required for Out of State providers = Answered yes to question 3 above)
o' a. Lopy of Liaim Claims submitted are for Enrollment Purposes Only.
. (Required for Out of State providers = Answered yes to question 3 above)
10b. Medical Notes . .
Medical Notes submitted are for Fnroliment Purnases Qnly
Simplified
11.SFN 1168 (8-2020) Instructions based on
FAQs
11a. List of Managing Employees attached to Section Il (Page 2) with dates of birth and SSNs
11b. List of Board Members attached to Section Ill (Page 2) with dates of birth and SSNs.
12. SFN 615 (6-2020) Printed Name of Sighing Managing Employee: SFN 615 (6-2020)
Proof of Insurance is not required for any application. If proof of insurance is submitted with an application, it will be deleted from the file. It remains the
provider’s responsibility to ensure that the necessary insurance is in place, but proof of insurance is not required to be submitted for any application.
PROVIDER TYPE 026- Ambulatory Health Care Facilities
SPECIALTY 110-Physical Therapy
TAXONOMY 261QP2000X
@ Please coordinate with your billing department and any other applicable area to determine the correct
-l(_—»c enrollment effective date. The Department will not make changes to that date once the
) |application is approved and any claims submitted with a date of service prior to the enroliment
o [|effective date will deny. A retroactive enrollment effective date is limited to no more than ninety (90)
.= |days* prior to the date a complete application packet is received by the Department. If the date
< O |requested is outside the 90 day timeframe, the enrollment effective date assigned will be 90 days
cC qq_-’ from the date the complete application packet was received.
(-
O
=)
O +
Q g *If this application is associated with an emergency service, the Department may consider a date more than 90 days prior to the date a
Vg
0
| -
c
Ll

Requested Enroliment Effective Date

Printed Name of Person
Requesting the Effective Date
Date

Click Here to find more information on Effective Dates and Retro Effective Date Policies

Revision 8/11/2020 JW
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https://www.irs.gov/pub/irs-pdf/fw9.pdf
https://www.irs.gov/pub/irs-pdf/fw9.pdf
https://npiregistry.cms.hhs.gov/
https://npiregistry.cms.hhs.gov/
https://npiregistry.cms.hhs.gov/
https://npiregistry.cms.hhs.gov/
https://npiregistry.cms.hhs.gov/
https://npiregistry.cms.hhs.gov/
https://www.nd.gov/eforms/Doc/sfn00661.pdf
https://www.nd.gov/eforms/Doc/sfn00661.pdf
https://www.nd.gov/eforms/Doc/sfn00509.pdf
https://www.nd.gov/eforms/Doc/sfn00509.pdf
https://www.nd.gov/eforms/Doc/sfn01168.pdf
https://www.nd.gov/eforms/Doc/sfn01168.pdf
https://www.nd.gov/eforms/Doc/sfn01168.pdf
https://www.nd.gov/eforms/Doc/sfn01168.pdf
https://www.nd.gov/eforms/Doc/sfn01168.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/provider-enrollment-instructions-sfn1168.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/provider-enrollment-instructions-sfn1168.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/provider-enrollment-instructions-sfn1168.pdf
https://www.nd.gov/eforms/Doc/sfn00615.pdf
https://www.nd.gov/eforms/Doc/sfn00615.pdf
https://www.nd.gov/eforms/Doc/sfn01168.pdf
https://npiregistry.cms.hhs.gov/

Group Application Checklist
Rehabilitation, Substance Use Disorder (026 - 364)

Click Here for more information about Coverage of Medicaid Addiction Treatment Services

Have Questions?
Click Here for FAQs and More Resources

All 4 Sections and Fields are Required unless specifically marked as not required

Application Tracking #

Provider Name

(-
O |Organizational NPI #
=
q°)
.. £ Service Address
S
RS
g — |Billing Address
O 90 |mailing Address
v .S
ot q? Facility Phone
e
c
D e
o) ontact Person
Phone
Email
1. Are you Enrolled in Medicare? ] NO ] YES
Please Provide your Medicare ID:
Is your Medicare Record up to date? [JNO [0 YES
2. Are you Enrolled in Medicaid in another State? [0 NO ] YES
State Abbv: Please Provide your Other State Medicaid ID:
3. Are you an Out of State Provider (Service location more than 50 miles from the North Dakota
L] YES [J NO
border?)
4. Are you enrolling any additional service locations not listed above at this time? [] YES [0 NO
If yes, please include a list with the addresses of all service locations being enrolled (must have the same
Provider Type, NPI, EIN, and billing address).
Please note: Service addresses located within North Dakota and bordering cities (within 50 miles of the ND border) cannot be enrolled
('\i ) in the same record as out of state service locations. Out of state service locations will only be enrolled in an out of state record if
- g services have been provided at each location.
o +
43 8 5. Are you exempt from FEDERAL taxes? ] YES [INO If Exempt from FEDERAL Taxes, submit your IRS issued Tax Exempt Letter.
Q >
v O 6. Do you have any Individuals or Businesses which have 5% or more interest in the enrolling group? O YES 0O No
(Interest may be direct or indirect)
7. How many Managing Employees (authorized to sign on behalf of the business) do you have?
If more than 3 Managing Employees, attach a list as part of Section Il of the SFN 1168 (page 2).
List must contain First Names, Last Names, Dates of Birth, and SSNs
8. Are you organized as a corporation, a non-profit corporation, or a government agency organized as a O VES ] NO

corporation?

8a. If Yes, how many Board Members do you have?
If more than 3 Board Members, attach a list as part of Section Il of the SFN

9. Please indicate which ASAM levels are provided by your program. At such time as your program decides to provide any additional
ASAM levels, you must inform the Department in advance and submit the license which covers the ASAM levels provided. Any levels not
found in the list below are not covered by ND Medicaid at this time.

ASAM Levels: [J1 21 ] 2.5 ] 31 ] 3.5

10. Do you have Accreditation? (If yes, please submit copy) ] YES ] NO

Page 1 of 3


https://npiregistry.cms.hhs.gov/

The documents requested below must be returned to the Department in order to process your enroliment

Please ensure you use the links provided to obtain the current versions of each form.
Outdated versions of forms will not be accepted.

Helpful Links

Submitted

1. Coversheet for Fax/Email

Coversheet for

Fax/Email
2. Group Application Checklist
3. List of Service Locations (Required if you answered Yes to question 4 above)
4. W-9 (10-2018) Printed Name of Signing Managing Employee: W-9 (10-2018)
5. CP 575/147C (Not required if submitting a FEDERAL tax exempt letter issued by the IRS) What is the.
CP575/147C?

6. IRS Tax Exempt Letter (Required if you answered Yes to question 5 above)
If Exempt from FEDERAL Taxes, submit your IRS issued Tax Exempt Letter. A State issued letter

IRS Tax Exempt Letter
for Government.

application is approved and any claims submitted with a date of service prior to the

enrollment

effective date will deny. A retroactive enrollment effective date is limited to no more than ninety (90)

days™ prior to the date a complete application packet is received by the Department.
requested is outside the 90 day timeframe, the enrollment effective date assigned will
from the date the complete application packet was received.

If the date
be 90 days

©
Q
>
=
=
(-
@
O .
.own cannot be substituted. The letter must be issued by the IRS. Agencies
M =
C @ |7.Program License (ASAM License) (It is the responsibility of the provider to keep updated licensure information on file
. 9 E with the state by submitting a copy of the license to provider enrollment each time it is renewed)
46 8 License # Issued: Expires:
P o
= 8. Accreditation (Required if you answered Yes to question 10 above)
©
o
"= |9. NPI prinout from the NPPES Website NPPES Website
]
o |10. SFN 661 (6-2010) Printed Name of Signing Managing Employee: SFN 661 (6-2010)
10a. Bank Letter/Voided Check Must match the Information provided on the SFN 661
(Required for Out of State providers = Answered yes to question 3 above)
11. SFN 509 (10-2018) Date of service must match the enroliment effective date below and match the date of service |SFN 509 (10-2018)
on the Medical Notes.
11a. C f Clai (Required for Out of State providers = Answered yes to question 3 above)
a. Lopy of Liaim Claims submitted are for Enrollment Purposes Only.
11b. Medical Not (Required for Out of State providers = Answered yes to question 3 above)
- Viedical Notes Medical Notes submitted are for Enrollment Purposes Only.
12. SFN 9 (10-2020) SFN 9 (10-2020)
Simplified
13. SFN 1168 (8-2020) Instructions based on
FAQs
13a. List of Managing Employees attached to Section lll (Page 2) with dates of birth and SSNs
13b. List of Board Members attached to Section Ill (Page 2) with dates of birth and SSNs.
14. SFN 615 (6-2020) Printed Name of Signing Managing Employee: SFN 615 (6-2020)
Proof of Insurance is not required for any application. If proof of insurance is submitted with an application, it will be deleted from the file. It remains the
provider’s responsibility to ensure that the necessary insurance is in place, but proof of insurance is not required to be submitted for any application.
PROVIDER TYPE 026- Ambulatory Health Care Facilities
..q_J; SPECIALTY 364-Rehabilitation, Substance Use Disorder
(q0]
) |TAXONOMY 261QR0405X
g What is a Taxonomy? Click Here to find more information on Taxonomies
{]: -8 Already Know your Taxonomy? Click here to find out which Provider Type & Specialty is assigned to your Taxonomy
c qq;) http://www.nd.gov/dhs/info/mmis/docs/mmis-group-provider-code-taxonomy.pdf
G
.g L
8 "E Please coordinate with your billing department and any other applicable area to determine the correct
vy @ |enrollment effective date. The Department will not make changes to that date once the
Is
el
c
L
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http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
https://www.irs.gov/pub/irs-pdf/fw9.pdf
https://www.irs.gov/pub/irs-pdf/fw9.pdf
https://www.irs.gov/pub/irs-pdf/fw9.pdf
https://npiregistry.cms.hhs.gov/
https://npiregistry.cms.hhs.gov/
https://npiregistry.cms.hhs.gov/
https://npiregistry.cms.hhs.gov/
https://npiregistry.cms.hhs.gov/
https://npiregistry.cms.hhs.gov/
https://www.nd.gov/eforms/Doc/sfn00661.pdf
https://www.nd.gov/eforms/Doc/sfn00661.pdf
https://www.nd.gov/eforms/Doc/sfn00661.pdf
https://www.nd.gov/eforms/Doc/sfn00509.pdf
https://www.nd.gov/eforms/Doc/sfn00509.pdf
https://www.nd.gov/eforms/Doc/sfn00509.pdf
https://www.nd.gov/eforms/Doc/sfn00009.pdf
https://www.nd.gov/eforms/Doc/sfn00009.pdf
https://www.nd.gov/eforms/Doc/sfn00009.pdf
https://www.nd.gov/eforms/Doc/sfn00009.pdf
https://www.nd.gov/eforms/Doc/sfn00009.pdf
https://www.nd.gov/eforms/Doc/sfn00009.pdf
https://www.nd.gov/eforms/Doc/sfn01168.pdf
https://www.nd.gov/eforms/Doc/sfn01168.pdf
https://www.nd.gov/eforms/Doc/sfn01168.pdf
https://www.nd.gov/eforms/Doc/sfn01168.pdf
https://www.nd.gov/eforms/Doc/sfn01168.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/provider-enrollment-instructions-sfn1168.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/provider-enrollment-instructions-sfn1168.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/provider-enrollment-instructions-sfn1168.pdf
https://www.nd.gov/eforms/Doc/sfn00615.pdf
https://www.nd.gov/eforms/Doc/sfn00615.pdf
https://www.nd.gov/eforms/Doc/sfn00615.pdf
https://www.nd.gov/dhs/services/medicalserv/medicaid/docs/taxonomies-pe.pdf
https://www.nd.gov/dhs/services/medicalserv/medicaid/docs/taxonomies-pe.pdf
https://www.nd.gov/dhs/services/medicalserv/medicaid/docs/taxonomies-pe.pdf
https://www.nd.gov/dhs/services/medicalserv/medicaid/docs/taxonomies-pe.pdf
https://www.nd.gov/dhs/services/medicalserv/medicaid/docs/taxonomies-pe.pdf
https://www.nd.gov/dhs/services/medicalserv/medicaid/docs/taxonomies-pe.pdf
http://www.nd.gov/dhs/info/mmis/docs/mmis-group-provider-code-taxonomy.pdf
http://www.nd.gov/dhs/info/mmis/docs/mmis-group-provider-code-taxonomy.pdf
http://www.nd.gov/dhs/info/mmis/docs/mmis-group-provider-code-taxonomy.pdf
http://www.nd.gov/dhs/info/mmis/docs/mmis-group-provider-code-taxonomy.pdf
http://www.nd.gov/dhs/info/mmis/docs/mmis-group-provider-code-taxonomy.pdf
http://www.nd.gov/dhs/info/mmis/docs/mmis-group-provider-code-taxonomy.pdf
https://www.nd.gov/dhs/services/medicalserv/medicaid/docs/taxonomies-pe.pdf
http://www.nd.gov/dhs/info/mmis/docs/mmis-group-provider-code-taxonomy.pdf
http://www.nd.gov/dhs/info/mmis/docs/mmis-group-provider-code-taxonomy.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
https://npiregistry.cms.hhs.gov/
https://www.nd.gov/eforms/Doc/sfn01168.pdf
https://www.nd.gov/eforms/Doc/sfn01168.pdf
https://www.nd.gov/eforms/Doc/sfn00009.pdf
https://www.nd.gov/eforms/Doc/sfn00009.pdf

Page 3 of 3
*If this application is associated with an emergency service, the Department may consider a date more than 90 days prior to the date a
complete application packet is received. You must include a copy of the claim and medical records with your application documents.

EI This application is associated with an emergency service. We are requesting the date of . Refer to the * above.

Requested Enrollment Effective Date

Printed Name of Person
Requesting the Effective Date
Date

Click Here to find more information on Effective Dates and Retro Effective Date Policies

Revision 9/30/2020 JW
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Group Application Checklist
026- 268- Rural Health Clinic*

*Rural Health Clinic records cannot be used to bill professional fees. All Hospital Professional fees must be billed under a Hospital Professional Billing
Group.

Have Questions?
Click Here for FAQs and More Resources

All 4 Sections and Fields are Required unless specifically marked as not required

Application Tracking #

Provider Name

Organizational NPI #

Service Address

Only 1 service location may be enrolled per Medicaid ID.

Billing Address

Mailing Address

Facility Phone

Section 1
Identifying Information

Contact Person

Phone
Email
1. Are you Enrolled in Medicare? ] NO C1YES Medicare Enrollment is required
Please Provide your Medicare ID:
Is your Medicare Record up to date? [JNO O YES
2. Are you exempt from FEDERAL taxes? ] YES [ INO If Exempt from FEDERAL Taxes, submit your IRS issued Tax Exempt Letter.
o e m
AN C
— O |3. Do you have any Individuals or Businesses which have 5% or more interest in the enrolling group?
O . - L] YES 1] NO
.S 15 |(Interest may be direct or indirect)
- o
=
g g 4. How many Managing Employees (authorized to sign on behalf of the business) do you have?
If more than 3 Managing Employees, attach a list as part of Section Ill of the SFN 1168 (page 2).
List must contain First Names, Last Names, Dates of Birth, and SSNs
5. Are you organized as a corporation, a non-profit corporation, or a government agency organized as a O YES 0 NO
corporation?
5a. If Yes, how many Board Members do you have?
If more than 3 Board Members, attach a list as part of Section il of the
SFN 1168 (page 2).
The documents requested below must be returned to the Department in order to process your enroliment
Please ensure you use the links provided to obtain the current versions of each form. . .
. . Helpful Links Submitted
Outdated versions of forms will not be accepted.
9 C heet f
4+ 1. Coversheet for Fax/Email w
g Fax/Email
o % 2. Group Application Checklist
O
c O
O A |3.wW-9(10-2018) Printed Name of Signing Managing Employee: W-9 (10-2018)
i)
53
) N - . What is th
vy .~ [4.CP575/147C (Not required if submitting a FEDERAL tax exempt letter issued by the IRS) S —
- CP575/147C?
O
g 5. IRS Tax Exempt Letter (Required if you answered Yes to question 2 above) IRS Tax Exempt Letter
If Exempt from FEDERAL Taxes, submit your IRS issued Tax Exempt Letter. A State issued letter w
cannot be substituted. The letter must be issued by the IRS. Agencies



https://npiregistry.cms.hhs.gov/
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
https://www.irs.gov/pub/irs-pdf/fw9.pdf
https://www.irs.gov/pub/irs-pdf/fw9.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf

Section 3:
Required Documents Continued

6. License. License must be from one of your MD practitioners, must cover the effective date below, and
must not be expired.

License # Issued: Expires:

7. CMS RHC Certification Letter

8. NPI prinout from the NPPES Website NPPES Website

9. SFN 661 (6-2010) Printed Name of Signing Managing Employee: SFN 661 (6-2010)

9a. Bank Letter/Voided Check Must match the Information provided on the SFN 661

Simplified
10. SFN 1168 (8-2020) Instructions based on

FAQs

10a. List of Managing Employees attached to Section Ill (Page 2) with dates of birth and SSNs

10b. List of Board Members attached to Section Ill (Page 2) with dates of birth and SSNs.

11. SFN 615 (6-2020) Printed Name of Signing Managing Employee: SFN 615 (6-2020)

Proof of Insurance is not required for any application. If proof of insurance is submitted with an application, it will be deleted from the file. It remains the
provider’s responsibility to ensure that the necessary insurance is in place, but proof of insurance is not required to be submitted for any application.

Section 4:
Enrollment Effective Date

PROVIDER TYPE 026- Ambulatory Health Care Facilities

SPECIALTY 268-Rural Health Clinic

TAXONOMY 261QR1300X

[Please coordinate with your billing department and any other applicable area to determine the correct
enrollment effective date. The Department will not make changes to that date once the
application is approved and any claims submitted with a date of service prior to the enrollment
effective date will deny. A retroactive enrollment effective date is limited to no more than ninety (90)
days** prior to the date a complete application packet is received by the Department. If the date
requested is outside the 90 day timeframe, the enrollment effective date assigned will be 90 days

from the date the complete application packet was recejved

**|f this application is associated with an emergency service, the Department may consider a date more than 90 days prior to the date a
complete application packet is received. You must include a copy of the claim and medical records with your application documents.

EI This application is associated with an emergency service. We are requesting the date of . Refer to the ** above.

Requested Enroliment Effective Date

Printed Name of Person
Requesting the Effective Date
Date

Click Here to find more information on Effective Dates and Retro Effective Date Policies

Revision 8/11/2020 JW
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Group Application Checklist
Rehabilitation, Substance Use Disorder Unit (027 - 623)

Have Questions?
Click Here for FAQs and More Resources

All 4 Sections and Fields are Required unless specifically marked as not required

Application Tracking #

Provider Name

C
O |Organizational NPI #
=
(q0]
.- E Service Address
| -
H 8
g — |Billing Address
g téo Mailing Address
N ._,2‘ Facility Phone
o
(-
D e
Ne) ontact Person
Phone
Email
1. Are you Enrolled in Medicare? ] NO C]YES Medicare Enrollment is required
Please Provide your Medicare ID:
Is your Medicare Record up to date? ] NO [0 VYES
2. Are you an Out of State Provider (Service location more than 50 miles from the North Dakota
[J] YES [J] NO
border?)
3. Are you enrolling any additional service locations not listed above at this time? ] YES [J NO
If yes, please include a list with the addresses of all service locations being enrolled (must have the same
Provider Type, NPI, EIN, and billing address).
e W Please note: Service addresses located within North Dakota and bordering cities (within 50 miles of the ND border) cannot be enrolled
AN in the same record as out of state service locations. Out of state service locations will only be enrolled in an out of state record if
C 9 services have been provided at each location.
4=
-8 0
8 % 4. Are you exempt from FEDERAL taxes? I YES [JNO If Exempt from FEDERAL Taxes, submit your IRS issued Tax Exempt Letter.
wn O
5. Do you have any Individuals or Businesses which have 5% or more interest in the enrolling group? O YES 0O No
(Interest may be direct or indirect)
6. How many Managing Employees (authorized to sign on behalf of the business) do you have?
If more than 3 Managing Employees, attach a list as part of Section Il of the SFN 1168 (page 2).
List must contain First Names, Last Names, Dates of Birth, and SSNs
7. Are you organized as a corporation, a non-profit corporation, or a government agency organized as a O VES ] NO

corporation?

7a. If Yes, how many Board Members do you have?
If more than 3 Board Members, attach a list as part of Section Il of the SFN

8. What is the name and Medicaid ID, Application Tracking Number, or NPI of the Attending physician which will be on your claims?
(Institutional claims require an attending be enrolled and entered on claims for processing. If no attending is included on the claim, or the attending is
not enrolled, the claim will deny.)

Name: Medicaid ID/ATN/NPI:
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Section 3:
Required Documents

The documents requested below must be returned to the Department in order to process your enroliment

Please ensure you use the links provided to obtain the current versions of each form.
Outdated versions of forms will not be accepted.

Helpful Links

Submitted

1. Coversheet for Fax/Email

Coversheet for

Fax/Email
2. Group Application Checklist
3. List of Service Locations (Required if you answered Yes to question 3 above)
4. W-9 (10-2018) Printed Name of Signing Managing Employee: W-9 (10-2018)
. . " . What is the
5. CP 575/147C (Not required if submitting a FEDERAL tax exempt letter issued by the IRS)
CP575/147C?

6. IRS Tax Exempt Letter (Required if you answered Yes to question 4 above)
If Exempt from FEDERAL Taxes, submit your IRS issued Tax Exempt Letter. A State issued letter

IRS Tax Exempt Letter
for Government

cannot be substituted. The letter must be issued by the IRS. Agencies

7. Hospital License (It is the responsibility of the provider to keep updated licensure information on file with the state by
submitting a copy of the license to provider enrollment each time it is renewed)

License # Issued: Expires:
8. Unit License (It is the responsibility of the provider to keep updated licensure information on file with the state by
submitting a copy of the license to provider enrollment each time it is renewed)

License # Issued: Expires:
9. NPI prinout from the NPPES Website NPPES Website

10. SFN 661 (6-2010) Printed Name of Signing Managing Employee:

SFN 661 (6-2010)

10a. Bank Letter/Voided Check Must match the Information provided on the SFN 661

(Required for Out of State providers = Answered yes to question 2 above)
Date of service must match the enroliment effective date below and match the date of service
on the Medical Notes.

11. SFN 509 (10-2018)

SFN 509 (10-2018)

(Required for Out of State providers = Answered yes to question 2 above)

11a. Copy of Claim Claims submitted are for Enrollment Purposes Only.

(Required for Out of State providers = Answered yes to question 2 above)

11b. Medical Notes Medical Notes submitted are for Enrollment Purposes Only.

12. SFN 1168 (8-2020)

Simplified
Instructions based on

FAQs

12a. List of Managing Employees attached to Section Ill (Page 2) with dates of birth and SSNs

12h. List of Board Members attached to Section Ill (Page 2) with dates of birth and SSNs.

13. SFN 615 (6-2020) Printed Name of Signing Managing Employee:

SFN 615 (6-2020)

Proof of Insurance is not required for any application. If proof of insurance is submitted with an application, it will be deleted from the file. It remains the
provider’s responsibility to ensure that the necessary insurance is in place, but proof of insurance is not required to be submitted for any application.

Section 4:
Enrollment Effective Date

PROVIDER TYPE 027- Hospital Units
SPECIALTY 364-Rehabilitation, Substance Use Disorder Unit
TAXONOMY 276400000X

Please coordinate with your billing department and any other applicable area to determine the correct
enrollment effective date. The Department will not make changes to that date once the
application is approved and any claims submitted with a date of service prior to the enrollment
effective date will deny. A retroactive enrollment effective date is limited to no more than ninety (90)
days™ prior to the date a complete application packet is received by the Department. If the date
requested is outside the 90 day timeframe, the enrolilment effective date assigned will be 90 days

from the date the complete application packet was received.
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Section 4:
Enrollment Effective Date

Continued

*If this application is associated with an emergency service, the Department may consider a date more than 90 days prior to the date a Page 3 of 3
complete application packet is received. You must include a copy of the claim and medical records with your application documents.

EI This application is associated with an emergency service. We are requesting the date of . Refer to the * above.

Requested Enroliment Effective Date

Printed Name of Person
Requesting the Effective Date
Date

Click Here to find more information on Effective Dates and Retro Effective Date Policies

Revision 8/17/2020 JW



Group Application Checklist
Swingbed (027 - 196)

Have Questions?
Click Here for FAQs and More Resources

All 4 Sections and Fields are Required unless specifically marked as not required

Section 1:
Identifying Information

Application Tracking #

Provider Name

Organizational NPI #

Service Address

Billing Address

Mailing Address

Facility Phone

Contact Person

Phone

Email

Section 2:

Questions

1. Are you Enrolled in Medicare? ] NO ] YES Medicare Enrollment is required
Please Provide your Medicare ID:
Is your Medicare Record up to date? [JNO [0 VYES

2. Are you an Out of State Provider (Service location more than 50 miles from the North Dakota

border?) L YEs L] NO

3. Are you enrolling any additional service locations not listed above at this time? ] VYES ] NO
If yes, please include a list with the addresses of all service locations being enrolled (must have the same
Provider Type, NPI, EIN, and billing address).
Please note: Service addresses located within North Dakota and bordering cities (within 50 miles of the ND border) cannot be enrolled
in the same record as out of state service locations. Out of state service locations will only be enrolled in an out of state record if
services have been provided at each location.

4. Are you exempt from FEDERAL taxes? T YES [JNO If Exempt from FEDERAL Taxes, submit your IRS issued Tax Exempt Letter.

5. Do you have any Individuals or Businesses which have 5% or more interest in the enrolling group?

L1 YES NO
(Interest may be direct or indirect) U

6. How many Managing Employees (authorized to sign on behalf of the business) do you have?

If more than 3 Managing Employees, attach a list as part of Section Il of the SFN 1168 (page 2).
List must contain First Names, Last Names, Dates of Birth, and SSNs

7. Are you organized as a corporation, a non-profit corporation, or a government agency organized as a

YES NO
corporation? D L]

7a. If Yes, how many Board Members do you have?
If more than 3 Board Members, attach a list as part of Section Il of the SFN

8. What is the name and Medicaid ID, Application Tracking Number, or NPI of the Attending physician which will be on your claims?
(Institutional claims require an attending be enrolled and entered on claims for processing. If no attending is included on the claim, or the attending is
not enrolled, the claim will deny.)

Name: Medicaid ID/ATN/NPI:

Section 3:

Required
Documents

The documents requested below must be returned to the Department in order to process your enroliment

Please ensure you use the links provided to obtain the current versions of each form.

Helpful Link i
Outdated versions of forms will not be accepted. eliptul Hinks Submitted

Coversheet for

1. Coversheet for Fax/Email -
Fax/Email
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2. Group Application Checklist

3. List of Service Locations (Required if you answered Yes to question 3 above)

4. W-9 (10-2018) Printed Name of Signing Managing Employee: W-9 (10-2018)
5. CP 575/147C (Not required if submitting a FEDERAL tax exempt letter issued by the IRS) What is the
CP575/147C?

6. IRS Tax Exempt Letter (Required if you answered Yes to question 4 above)
If Exempt from FEDERAL Taxes, submit your IRS issued Tax Exempt Letter. A State issued letter

IRS Tax Exempt Letter
for Government

EI This application is associated with an emergency service. We are requesting the date of

Requested Enroliment Effective Date

. Refer to the * above.

8 cannot be substituted. The letter must be issued by the IRS. Agencies
>
E 7. Hospital License (It is the responsibility of the provider to keep updated licensure information on file with the state by
-E submitting a copy of the license to provider enrollment each time it is renewed)
@) License # Issued: Expires:
@)
e O . . c
o -E 8. NPI prinout from the NPPES Website NPPES Website
C o
O & |9. SFN 661 (6-2010) Printed Name of Signing Managing Employee: SFN 661 (6-2010)
]
>
8 8 9a. Bank Letter/Voided Check Must match the Information provided on the SFN 661
(Vg
)]
o (Required for Out of State providers = Answered yes to question 2 above)
@ [10. SFN 509 (10-2018) Date of service must match the enrollment effective date below and match the date of service |SFN 509 (10-2018)
= on the Medical Notes.
> . (Required for Out of State providers = Answered yes to question 2 above)
O 10a. Copy of Claim . .
Q Claims submitted are for Enrollment Purposes Only.
o 10b. Medical Not (Required for Out of State providers = Answered yes to question 2 above)
- Viedical Notes Medical Notes submitted are for Enrollment Purposes Only.
Simplified
11. SFN 1168 (8-2020) Instructions based on
FAQs
11a. List of Managing Employees attached to Section lll (Page 2) with dates of birth and SSNs
11b. List of Board Members attached to Section Ill (Page 2) with dates of birth and SSNs.
12. SFN 615 (6-2020) Printed Name of Signing Managing Employee: SFN 615 (6-2020)
Proof of Insurance is not required for any application. If proof of insurance is submitted with an application, it will be deleted from the file. It remains the
provider’s responsibility to ensure that the necessary insurance is in place, but proof of insurance is not required to be submitted for any application.
PROVIDER TYPE 027- Hospital Units
SPECIALTY 196-Swingbed
TAXONOMY 275N00000X
Please coordinate with your billing department and any other applicable area to determine the correct
B enrollment effective date. The Department will not make changes to that date once the
@ |application is approved and any claims submitted with a date of service prior to the enrollment
O |effective date will deny. A retroactive enrollment effective date is limited to no more than ninety (90)
g days™ prior to the date a complete application packet is received by the Department. If the date
.. > |requested is outside the 90 day timeframe, the enrollment effective date assigned will be 90 days
< 8 from the date the complete application packet was received.
C
S {5
8 - *If this application is associated with an emergency service, the Department may consider a date more than 90 days prior to the date a
Q@ < complete application packet is received. You must include a copy of the claim and medical records with your application documents.
v U
Is)
o
C
Ll

Printed Name of Person
Requesting the Effective Date
Date

Click Here to find more information on Effective Dates and Retro Effective Date Policies

Revision 8/17/2020 JW
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Page 1 of 3

Group Application Checklist
Hospital Institutional Billing™* (028)

*Hospitals must bill institutional fees in separate records from professional fees. Submit a separate application and checklist for institutional and
professional billing. This checklist is used for the Hospital Institutional Billing application. Click Here for the hospital professional billing checklist.

Have Questions?
Click Here for FAQs and More Resources

All 4 Sections and Fields are Required unless specifically marked as not required

Application Tracking #

Provider Name

Organizational NPI #

Service Address

Billing Address

Mailing Address

Facility Phone

Contact Person

Section 1
Identifying Information

Phone
Email
1. Are you Enrolled in Medicare? ] NO C1YES Medicare Enrollment is required
Please Provide your Medicare ID:
Is your Medicare Record up to date? [JNO [0 YES
2. Are you Enrolled in Medicaid in another State? [INO ] YES
State Abbv: Please Provide your Other State Medicaid ID:
[3. Are you an Out of State Provider (Service location more than 50 miles from the North Dakota [] YES [l NO |
4. Are you enrolling any additional service locations not listed above at this time? L] YES ] NO
If yes, please include a list with the addresses of all service locations being enrolled (must have the same
Provider Type, NPI, EIN, and billing address).
Please note: Service addresses located within North Dakota and bordering cities (within 50 miles of the ND border) cannot be enrolled
('.\i %)) in the same record as out of state service locations. Out of state service locations will only be enrolled in an out of state record if
- g services have been provided at each location.
O +
43 $ 5. Are you exempt from FEDERAL taxes? 1 YES [JNO If Exempt from FEDERAL Taxes, submit your IRS issued Tax Exempt Letter.
Q )
g
L 6. Do you have any Individuals or Businesses which have 5% or more interest in the enrolling group? O vEs 0O No
(Interest may be direct or indirect)
7. How many Managing Employees (authorized to sign on behalf of the business) do you have?
If more than 3 Managing Employees, attach a list as part of Section Il of the SFN 1168 (page 2).
List must contain First Names, Last Names, Dates of Birth, and SSNs
8. Are you organized as a corporation, a non-profit corporation, or a government agency organized as a O VES ] NO
corporation?

8a. If Yes, how many Board Members do you have?
If more than 3 Board Members, attach a list as part of Section Il of the SFN

9. What is the name and Medicaid ID, Application Tracking Number, or NPI of the Attending physician which will be on your claims?
(Institutional claims require an attending be enrolled and entered on claims for processing. If no attending is included on the claim, or the attending is
not enrolled, the claim will deny.)

Name: Medicaid ID/ATN/NPI:



https://npiregistry.cms.hhs.gov/

The documents requested below must be returned to the Department in order to process your enroliment

Please ensure you use the links provided to obtain the current versions of each form.
Outdated versions of forms will not be accepted.

Helpful Links

Submitted

1. Coversheet for Fax/Email

Coversheet for

Fax/Email
2. Group Application Checklist
3. List of Service Locations (Required if you answered Yes to question 4 above)
4. W-9 (10-2018) Printed Name of Signing Managing Employee: W-9 (10-2018)
5. CP 575/147C (Not required if submitting a FEDERAL tax exempt letter issued by the IRS) What is the.
CP575/147C?

6. IRS Tax Exempt Letter (Required if you answered Yes to question 5 above)
If Exempt from FEDERAL Taxes, submit your IRS issued Tax Exempt Letter. A State issued letter

IRS Tax Exempt Letter
for Government.

application is approved and any claims submitted with a date of service prior to the

days™ prior to the date a complete application packet is received by the Department.
requested is outside the 90 day timeframe, the enrollment effective date assigned will
from the date the complete application packet was received.

enrollment

effective date will deny. A retroactive enrollment effective date is limited to no more than ninety (90)

If the date
be 90 days

cannot be substituted. The letter must be issued by the IRS. Agencies
_& 7. Hospital License (It is the responsibility of the provider to keep updated licensure information on file with the state by
C |submitting a copy of the license to provider enrollment each time it is renewed)
g License # Issued: Expires:
m 3 .
- 8 8. CLIA (If applicable)
o N
O T |9- NPI prinout from the NPPES Website NPPES Website
v
v =
> |10. SFN 661 (6-2010) Printed Name of Signing Managing Employee: SFN 661 (6-2010)
O
g 10a. Bank Letter/Voided Check Must match the Information provided on the SFN 661
(Required for Out of State providers = Answered yes to question 3 above)
11. SFN 509 (10-2018) Date of service must match the enrollment effective date below and match the date of service |SFN 509 (10-2018)
on the Medical Notes.
11a. C f Clai (Required for Out of State providers = Answered yes to question 3 above)
a. Lopy ot Lialm Claims submitted are for Enrollment Purposes Only.
] (Required for Out of State providers = Answered yes to question 3 above)
11b. Medical Notes Medical Notes submitted are for Enrollment Purposes Only.
Simplified
12. SFN 1168 (8-2020) Instructions based on
FAQs
12a. List of Managing Employees attached to Section lll (Page 2) with dates of birth and SSNs
12b. List of Board Members attached to Section Ill (Page 2) with dates of birth and SSNs.
13. SFN 615 (6-2020) Printed Name of Signing Managing Employee: SFN 615 (6-2020)
Proof of Insurance is not required for any application. If proof of insurance is submitted with an application, it will be deleted from the file. It remains the
provider’s responsibility to ensure that the necessary insurance is in place, but proof of insurance is not required to be submitted for any application.
g PROVIDER TYPE 028-Hospitals
©
o SPECIALTY
Y |raxoNomy
g What is a Taxonomy? Click Here to find more information on Taxonomies
[Tl
T Already Know your Taxonomy? Click here to find out which Provider Type & Specialty is assigned to your Taxonomy
4 € http://www.nd.gov/dhs/info/mmis/docs/mmis-group-provider-code-taxonomy.pdf
c 9
o £
5 © |Please coordinate with your billing department and any other applicable area to determine the correct
A = |enroliment effective date. The Department will not make changes to that date once the
(I
(%]
>
=
@)
c
@)
x
©
|_
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Section 4:
Taxonomy & Enrollment Effective Dat

Continued

*If this application is associated with an emergency service, the Department may consider a date more than 90 days prior to the date a Page 3 of 3
complete application packet is received. You must include a copy of the claim and medical records with your application documents.

EI This application is associated with an emergency service. We are requesting the date of . Refer to the * above.

Requested Enroliment Effective Date

Printed Name of Person
Requesting the Effective Date
Date

Click Here to find more information on Effective Dates and Retro Effective Date Policies

Revision 8/17/2020 JW



Group Application Checklist
Hospital Professional Billing* (026)

*Hospitals must bill institutional fees in separate records from professional fees. Submit a separate application and checklist for institutional and

professional billing. This checklist is used for the Hospital Professional Billing application. Click Here for the institutional billing checklist.

Have Questions?
Click Here for FAQs and More Resources

All 4 Sections and Fields are Required unless specifically marked as not required

Application Tracking #

Provider Name

(-
O |Organizational NPI #
=
©
- B Service Address
CC) H_E Billing Address
O 90 |mailing Address
v .S
n q? Facility Phone
=
c
Q
-9 Contact Person
Phone
Email
1. Are you an Out of State Provider (Service location more than 50 miles from the North Dakota
L] YES [] NO
border?)
2. Are you enrolling any additional service locations not listed above at this time? [] YES [0 NO
If yes, please include a list with the addresses of all service locations being enrolled (must have the same
Provider Type, NPI, EIN, and billing address).
Please note: Service addresses located within North Dakota and bordering cities (within 50 miles of the ND border) cannot be enrolled
in the same record as out of state service locations. Out of state service locations will only be enrolled in an out of state record if
services have been provided at each location.
o o m
AN C
C 9 3. Are you exempt from FEDERAL taxes? ] YES [INO If Exempt from FEDERAL Taxes, submit your IRS issued Tax Exempt Letter.
O 4
t; % 4. Do you have any Individuals or Businesses which have 5% or more interest in the enrolling group? O vEs 0O No
8 Qo (Interest may be direct or indirect)
5. How many Managing Employees (authorized to sign on behalf of the business) do you have?
If more than 3 Managing Employees, attach a list as part of Section Il of the SFN 1168 (page 2).
List must contain First Names, Last Names, Dates of Birth, and SSNs
6. Are you organized as a corporation, a non-profit corporation, or a government agency organized as a O VES 0] NO
corporation?
6a. If Yes, how many Board Members do you have?
If more than 3 Board Members, attach a list as part of Section Il of the SFN
1168 (page 2).
o, |The documents requested below must be returned to the Department in order to process your enroliment
i)
C |Please ensure you use the links provided to obtain the current versions of each form. . .
Q . . Helpful Links Submitted
c Outdated versions of forms will not be accepted.
. - heet f
™M 8 1. Coversheet for Fax/Email w
—_e Fax/Email
el a
o o |2 Group Application Checklist
v
v =
g 3. List of Service Locations (Required if you answered Yes to question 2 above)
2
4. W-9 (10-2018) Printed Name of Signing Managing Employee: W-9 (10-2018)

Page 1 of 2


https://npiregistry.cms.hhs.gov/
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
https://www.irs.gov/pub/irs-pdf/fw9.pdf
https://www.irs.gov/pub/irs-pdf/fw9.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf

What is the

5. CP 575/147C (Not required if submitting a FEDERAL tax exempt letter issued by the IRS) CP575/147C2

6. IRS Tax Exempt Letter (Required if you answered Yes to question 3 above) IRS Tax Exempt Letter
for Government

If Exempt from FEDERAL Taxes, submit your IRS issued Tax Exempt Letter. A State issued letter
cannot be substituted. The letter must be issued by the IRS. Agencies

[7. License. License must be from one of your MD practitioners, must cover the effective date below, and
must not be expired.

EI This application is associated with an emergency service. We are requesting the date of . Refer to the ** above.

Requested Enroliment Effective Date

Printed Name of Person
Requesting the Effective Date
Date

O
Q
>
c
- License # Issued: Expires:
C
@)
O |8. NPI prinout from the NPPES Website NPPES Website
e W
N +2
C g 9. SFN 661 (6-2010) Printed Name of Signing Managing Employee: SFN 661 (6-2010)
@)
- g 9a. Bank Letter/Voided Check Must match the Information provided on the SFN 661
O
Qv O
n 8 (Required for Out of State providers = Answered yes to question 1 above)
10. SFN 509 (10-2018) Date of service must match the enrollment effective date below and match the date of service |SFN 509 (10-2018)
8 on the Medical Notes.
o 10a. C f Clai (Required for Out of State providers = Answered yes to question 1 above)
5 a. Lopy of Liaim Claims submitted are for Enrollment Purposes Only.
O ] (Required for Out of State providers = Answered yes to question 1 above)
g 10b. Medical Notes Medical Notes submitted are for Enrollment Purposes Only.
Simplified
11.SFN 1168 (8-2020) Instructions based on
FAQs
11a. List of Managing Employees attached to Section lll (Page 2) with dates of birth and SSNs
11b. List of Board Members attached to Section Ill (Page 2) with dates of birth and SSNs.
12. SFN 615 (6-2020) Printed Name of Sighing Managing Employee: SFN 615 (6-2020)
Proof of Insurance is not required for any application. If proof of insurance is submitted with an application, it will be deleted from the file. It remains the
provider’s responsibility to ensure that the necessary insurance is in place, but proof of insurance is not required to be submitted for any application.
PROVIDER TYPE 026- Ambulatory Health Care Facilities
L] []
@ SPECIALTY/Taxonomy 503-Single Specialty 504-Multi-Specialty
+2 | (Please Choose One) 193400000X 193200000X
)]
) Please coordinate with your billing department and any other applicable area to determine the correct
= |enrollment effective date. The Department will not make changes to that date once the
‘O |application is approved and any claims submitted with a date of service prior to the enrollment
,_'G_J effective date will deny. A retroactive enrollment effective date is limited to no more than ninety (90)
quj days** prior to the date a complete application packet is received by the Department. If the date
.. 4o |requested is outside the 90 day timeframe, the enrollment effective date assigned will be 90 days
< S from the date the complete application packet was received
c
o &
o = **If this application is associated with an emergency service, the Department may consider a date more than 90 days prior to the date a
8 8 complete application packet is received. You must include a copy of the claim and medical records with your application documents.
v £
L
%]
3
@)
C
@)
x
©
—

Click Here to find more information on Effective Dates and Retro Effective Date Policies

Revision 8/17/2020 JW
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https://npiregistry.cms.hhs.gov/
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https://www.nd.gov/eforms/Doc/sfn00509.pdf
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https://www.nd.gov/eforms/Doc/sfn01168.pdf
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http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/provider-enrollment-instructions-sfn1168.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/provider-enrollment-instructions-sfn1168.pdf
https://www.nd.gov/eforms/Doc/sfn00615.pdf
https://www.nd.gov/eforms/Doc/sfn00615.pdf
https://www.nd.gov/eforms/Doc/sfn01168.pdf
https://npiregistry.cms.hhs.gov/

Group Application Checklist
Laboratory (029)

Have Questions?
Click Here for FAQs and More Resources

All 4 Sections and Fields are Required unless specifically marked as not required

Application Tracking #

Provider Name

C
O |Organizational NPI #
=
©
. g Service Address
1 0
g E Only 1 service location may be enrolled per Medicaid ID.
-8 no |Billing Address
o .S
) > |Mailing Address
=
"E Facility Phone
)
LS
Contact Person
Phone
Email
1. Are you Enrolled in Medicare? [JNO ] YES
Please Provide your Medicare ID:
Is your Medicare Record up to date? [JNO [0 VYES
2. Are you Enrolled in Medicaid in another State? [0 NO [] YES
State Abbv: Please Provide your Other State Medicaid ID:
3. Are you exempt from FEDERAL taxes? []YES [INO If Exempt from FEDERAL Taxes, submit your IRS issued Tax Exempt Letter.
4. Do you have any Individuals or Businesses which have 5% or more interest in the enrolling group?
. - ] YES ] NO
e » (Interest may be direct or indirect)
AN C
— O |5. How many Managing Employees (authorized to sign on behalf of the business) do you have?
8 4(7; If more than 3 Managing Employees, attach a list as part of Section Il of the SFN 1168 (page 2).
(@) g List must contain First Names, Last Names, Dates of Birth, and SSNs
)
wn . . . . .
6. Are you organized as a corporation, a non-profit corporation, or a government agency organized as a O YES 0 NO
corporation?
6a. If Yes, how many Board Members do you have?
If more than 3 Board Members, attach a list as part of Section Il of the SFN
1168 (page 2).
The documents requested below must be returned to the Department in order to process your enroliment
Please ensure you use the links provided to obtain the current versions of each form. . .
%) . . Helpful Links Submitted
E Outdated versions of forms will not be accepted.
Q@ |1. Coversheet for Fax/Email w
E Fax/Email
=
- 8 2. Group Application Checklist
el a
t; © |3.W-9(10-2018) Printed Name of Signing Managing Employee: W-9 (10-2018)
A £
= 4. CP 575/147C (Not required if submitting a FEDERAL tax exempt letter issued by the IRS) What is the.
8 CP575/147C?
o
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https://npiregistry.cms.hhs.gov/
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
https://www.irs.gov/pub/irs-pdf/fw9.pdf
https://www.irs.gov/pub/irs-pdf/fw9.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf

5. IRS Tax Exempt Letter (Required if you answered Yes to question 3 above) IRS Tax Exempt Letter
If Exempt from FEDERAL Taxes, submit your IRS issued Tax Exempt Letter. A State issued letter for Government
cannot be substituted. The letter must be issued by the IRS. Agencies

6. CLIA

CLIA # Issued: Expires:

7. License/Certification - Required if license/ceritification is required by your state (It is the responsibility of
the provider to keep updated licensure information on file with the state by submitting a copy of the license to provider

*If this application is associated with an emergency service, the Department may consider a date more than 90 days prior to the date a
complete application packet is received. You must include a copy of the claim and medical records with your application documents.

EI This application is associated with an emergency service. We are requesting the date of . Refer to the * above.

Requested Enroliment Effective Date

©
Q
>
(-
o
c
@
O
7))
o "E enrollment each time it is renewed)
C o License # Issued: Expires:
Qo £
B >
5 O |8. NPI prinout from the NPPES Website NPPES Website
wn O
()
- 9. SFN 661 (6-2010) Printed Name of Signing Managing Employee: SFN 661 (6-2010)
g 9a. Bank Letter/Voided Check Must match the Information provided on the SFN 661
-
o —
Q Simplified
O |10. SFN 1168 (8-2020) Instructions based on
FAQs
10a. List of Managing Employees attached to Section lll (Page 2) with dates of birth and SSNs
10b. List of Board Members attached to Section Ill (Page 2) with dates of birth and SSNs.
11. SFN 615 (6-2020) Printed Name of Signing Managing Employee: SFN 615 (6-2020)
Proof of Insurance is not required for any application. If proof of insurance is submitted with an application, it will be deleted from the file. It remains the
provider’s responsibility to ensure that the necessary insurance is in place, but proof of insurance is not required to be submitted for any application.
PROVIDER TYPE 029-Laboratories
SPECIALTY
Q
"(-6 TAXONOMY
() What is a Taxonomy? Click Here to find more information on Taxonomies
g Already Know your Taxonomy? Click here to find out which Provider Type & Specialty is assighed to your Taxonomy
-8 http://www.nd.gov/dhs/info/mmis/docs/mmis-group-provider-code-taxonomy.pdf
Q
E Please coordinate with your billing department and any other applicable area to determine the correct
N enrollment effective date. The Department will not make changes to that date once the
<+ < |application is approved and any claims submitted with a date of service prior to the enrollment
cC g effective date will deny. A retroactive enrollment effective date is limited to no more than ninety (90)
8 — |days™ prior to the date a complete application packet is received by the Department. If the date
Q e requested is outside the 90 day timeframe, the enroliment effective date assigned will be 90 days
% — Lfrom the date the complete application packet was recejved
L
(%]
£
O
C
@)
x
©
—

Printed Name of Person
Requesting the Effective Date
Date

Click Here to find more information on Effective Dates and Retro Effective Date Policies
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https://www.nd.gov/eforms/Doc/sfn00615.pdf
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http://www.nd.gov/dhs/info/mmis/docs/mmis-group-provider-code-taxonomy.pdf
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https://www.nd.gov/dhs/services/medicalserv/medicaid/docs/taxonomies-pe.pdf
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Group Application Checklist
Skilled Nursing Facility (031 - 269)

Have Questions?
Click Here for FAQs and More Resources

All 4 Sections and Fields are Required unless specifically marked as not required

Application Tracking #

Provider Name

c
O |Organizational NPI #
=
©
- B Service Address
g "E Only 1 service location may be enrolled per Medicaid ID.
= pp  |Billing Address
O
v .S
V) > |Mailing Address
=
'E Facility Phone
Q
B
Contact Person
Phone
Email
1. Are you Enrolled in Medicare? ] NO C1YES Medicare Enrollment is required
Please Provide your Medicare ID:
Is your Medicare Record up to date? [JNO [0 YES
2. Are you an Out of State Provider (Service location more than 50 miles from the North Dakota
L] YES [J] NO
border?)
3. Are you exempt from FEDERAL taxes? I YES [JNO If Exempt from FEDERAL Taxes, submit your IRS issued Tax Exempt Letter.
- - ) |4. Do you have any Individuals or Businesses which have 5% or more interest in the enrolling group?
AN . - ] YES ] NO
c O (Interest may be direct or indirect)
o
5 @ |5- How many Managing Employees (authorized to sign on behalf of the business) do you have?
Q 8 If more than 3 Managing Employees, attach a list as part of Section Il of the SFN 1168 (page 2).
n List must contain First Names, Last Names, Dates of Birth, and SSNs
6. Are you organized as a corporation, a non-profit corporation, or a government agency organized as a O VES 0 NO
corporation?
6a. If Yes, how many Board Members do you have?
If more than 3 Board Members, attach a list as part of Section Ill of the SFN
7. What is the name and Medicaid ID, Application Tracking Number, or NPI of the medical director or attending physician which will be on
your claims? (Institutional claims require an attending be enrolled and entered on claims for processing. The "attending" can be either a medical
director or attending/referring doctor. If no attending is included on the claim, or the attending is not enrolled, the claim will deny.)
Name: Medicaid ID/ATN/NPI:
The documents requested below must be returned to the Department in order to process your enroliment
*E Please ensure you use the links provided to obtain the current versions of each form. . .
3] . . Helpful Links Submitted
. E Outdated versions of forms will not be accepted.
oM S
Coversheet for
S 9 1. Coversheet for Fax/Email —_—
20 [ Fax/Email
O T
& L
> 2. Group Application Checklist
(]
o

3. W-9 (10-2018) Printed Name of Signing Managing Employee: W-9 (10-2018)
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https://npiregistry.cms.hhs.gov/
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
https://www.irs.gov/pub/irs-pdf/fw9.pdf
https://www.irs.gov/pub/irs-pdf/fw9.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf

4. CP 575/147C (Not required if submitting a FEDERAL tax exempt letter issued by the IRS)

What is the
CP575/147¢C?

5. IRS Tax Exempt Letter (Required if you answered Yes to question 3 above)
If Exempt from FEDERAL Taxes, submit your IRS issued Tax Exempt Letter. A State issued letter

IRS Tax Exempt Letter
for Government

EI This application is associated with an emergency service. We are requesting the date of

Requested Enroliment Effective Date

. Refer to the * above.

© -
Q cannot be substituted. The letter must be issued by the IRS. Agencies
>
E 6. Nursing Facility License (It is the responsibility of the provider to keep updated licensure information on file with the
C |state by submitting a copy of the license to provider enrollment each time it is renewed)
o License # Issued: Expires:
Q P
N+
- c 7. CLIA
@) g License # Issued: Expires:
e
O >
g 8 8. NPI prinout from the NPPES Website NPPES Website
)]
o |9. SFN 661 (6-2010) Printed Name of Signing Managing Employee: SFN 661 (6-2010)
Q
= 9a. Bank Letter/Voided Check Must match the Information provided on the SFN 661
)
(@x
Q (Required for Out of State providers = Answered yes to question 2 above)
oc 10. SFN 509 (10-2018) Date of service must match the enrollment effective date below and match the date of service |SFN 509 (10-2018)
on the Medical Notes.
10a. C £ Clai (Required for Out of State providers = Answered yes to question 2 above)
a. Lopy of Liaim Claims submitted are for Enrollment Purposes Only.
10b. Medical Not (Required for Out of State providers = Answered yes to question 2 above)
- Viedical Notes Medical Notes submitted are for Enrollment Purposes Only.
Simplified
11. SFN 1168 (8-2020) Instructions based on
FAQs
11a. List of Managing Employees attached to Section lll (Page 2) with dates of birth and SSNs
11b. List of Board Members attached to Section Ill (Page 2) with dates of birth and SSNs.
12. SFN 615 (6-2020) Printed Name of Signing Managing Employee: SFN 615 (6-2020)
Proof of Insurance is not required for any application. If proof of insurance is submitted with an application, it will be deleted from the file. It remains the
provider’s responsibility to ensure that the necessary insurance is in place, but proof of insurance is not required to be submitted for any application.
PROVIDER TYPE 031-Nursing & Custodial Care Facilities
SPECIALTY 269-Skilled Nursing Facility
TAXONOMY 31400000X
Please coordinate with your billing department and any other applicable area to determine the correct
_'G_JJ enrollment effective date. The Department will not make changes to that date once the
© |application is approved and any claims submitted with a date of service prior to the enrollment
O |effective date will deny. A retroactive enrollment effective date is limited to no more than ninety (90)
g days™ prior to the date a complete application packet is received by the Department. If the date
.. > |requested is outside the 90 day timeframe, the enrollment effective date assigned will be 90 days
< 8 from the date the complete application packet was received.
C
S
E - *If this application is associated with an emergency service, the Department may consider a date more than 90 days prior to the date a
@ < complete application packet is received. You must include a copy of the claim and medical records with your application documents.
v O
0
o
c
Ll

Printed Name of Person
Requesting the Effective Date
Date

Click Here to find more information on Effective Dates and Retro Effective Date Policies

Revision 8/17/2020 JW
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Group Application Checklist
Psychiatric Residential Treatment Facility (032 - 258)

Have Questions?
Click Here for FAQs and More Resources

All 4 Sections and Fields are Required unless specifically marked as not required

Application Tracking #

Provider Name

(-
O |Organizational NPI #
=
q0)
.. £ Service Address
S
1 0
CC) ”E Only 1 service location may be enrolled per Medicaid ID.
-B oo |Billing Address
v .S
Vs z Mailing Address
'E Facility Phone
Q
S
Contact Person
Phone
Email
1. Are you Enrolled in Medicare? ] NO CJYES
Please Provide your Medicare ID:
Is your Medicare Record up to date? [JNO [0 YES
2. Are you Enrolled in Medicaid in another State? [0 NO ] YES
State Abbv: Please Provide your Other State Medicaid ID:
3. Are you an Out of State Provider (Service location more than 50 miles from the North Dakota
L] YES [J] NO
border?)
4. Are you exempt from FEDERAL taxes? I YES [JNO If Exempt from FEDERAL Taxes, submit your IRS issued Tax Exempt Letter.
- - ) |5. Do you have any Individuals or Businesses which have 5% or more interest in the enrolling group?
N y y o ’ g grotip O YES [0 NO
- O (Interest may be direct or indirect)
o 43
t; @ |6. How many Managing Employees (authorized to sign on behalf of the business) do you have?
() 8 If more than 3 Managing Employees, attach a list as part of Section Il of the SFN 1168 (page 2).
n List must contain First Names, Last Names, Dates of Birth, and SSNs
7. Are you organized as a corporation, a non-profit corporation, or a government agency organized as a O VES 0 NO
corporation?
7a. If Yes, how many Board Members do you have?
If more than 3 Board Members, attach a list as part of Section Il of the SFN
8. What is the name and Medicaid ID, Application Tracking Number, or NPI of the medical director or attending practitioner which will be
on your claims? (Institutional claims require an attending be enrolled and entered on claims for processing. The "attending" can be either a medical
director or attending/referring doctor)
Name: Medicaid ID/ATN/NPI:
., |[The documents requested below must be returned to the Department in order to process your enrollment
s B
‘2 @ g |Please ensure you use the links provided to obtain the current versions of each form. . .
S = € . . Helpful Links Submitted
S g_ = Outdated versions of forms will not be accepted.
(@) QO O
& o 9J1. Coversheet for Fax/Email w
(@) Fax/Email
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http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
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2. Group Application Checklist

3. W-9 (10-2018) Printed Name of Signing Managing Employee: W-9 (10-2018)
. . o . What is the
4. CP 575/147C (Not required if submitting a FEDERAL tax exempt letter issued by the IRS)
CP575/147C?

5. IRS Tax Exempt Letter (Required if you answered Yes to question 4 above)
If Exempt from FEDERAL Taxes, submit your IRS issued Tax Exempt Letter. A State issued letter

IRS Tax Exempt Letter
for Government

|:| This application is associated with an emergency service. We are requesting the date of

Requested Enrollment Effective Date

. Refer to the * above.

k5
3 cannot be substituted. The letter must be issued by the IRS. Agencies
C
"E 6. PRTF License (It is the responsibility of the provider to keep updated licensure information on file with the state by
O |submitting a copy of the license to provider enrollment each time it is renewed)
O License # Issued: Expires:
e 0
o +2
C g 7. Accreditation
Q £
=)
8 8 8. NPI prinout from the NPPES Website NPPES Website
v O
% 9. SFN 661 (6-2010) Printed Name of Signing Managing Employee: SFN 661 (6-2010)
8 9a. Bank Letter/Voided Check Must match the Information provided on the SFN 661
=
g ( df f d d bove)
Required for Out of State providers = Answered yes to question 3 above
oc 10. SEN 509 (10-2018) Date of service must match the enroliment effective date below. SEN 509 (10-2018)
10a. C £ Clai (Required for Out of State providers = Answered yes to question 3 above)
a. topy of Liaim Claims submitted are for Enrollment Purposes Only.
Simplified
11.SFN 1168 (8-2020) Instructions based on
FAQs
11a. List of Managing Employees attached to Section lll (Page 2) with dates of birth and SSNs
11b. List of Board Members attached to Section Ill (Page 2) with dates of birth and SSNs.
12. SFN 615 (6-2020) Printed Name of Signing Managing Employee: SFN 615 (6-2020)
Proof of Insurance is not required for any application. If proof of insurance is submitted with an application, it will be deleted from the file. It remains the
provider’s responsibility to ensure that the necessary insurance is in place, but proof of insurance is not required to be submitted for any application.
PROVIDER TYPE 032-Residential Treatment Facilities
SPECIALTY 258-Psychiatric Residential Treatment Facility
TAXONOMY 323P00000X
Please coordinate with your billing department and any other applicable area to determine the correct
@ |enrollment effective date. The Department will not make changes to that date once the
o o o o o o o o o
@ |application is approved and any claims submitted with a date of service prior to the enroliment
(O |effective date will deny. A retroactive enroliment effective date is limited to no more than ninety (90)
g days™ prior to the date a complete application packet is received by the Department. If the date
.. "= |requested is outside the 90 day timeframe, the enrollment effective date assigned will be 90 days
< 8 from the date the complete application packet was received
C o
O 4
e LU i this application is associated with an emergency service, the Department may consider a date more than 90 days prior to the date a
5 "E complete application packet is received. You must include a copy of the claim and medical records with your application documents.
v O
IS
el
C
Ll

Printed Name of Person
Requesting the Effective Date
Date

Click Here to find more information on Effective Dates and Retro Effective Date Policies

Revision 8/17/2020 JW
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https://www.irs.gov/pub/irs-pdf/fw9.pdf
https://npiregistry.cms.hhs.gov/
https://npiregistry.cms.hhs.gov/
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http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/provider-enrollment-instructions-sfn1168.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/provider-enrollment-instructions-sfn1168.pdf
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Group Application Checklist
QRTP (032 - 264)

Have Questions?
Click Here for FAQs and More Resources

All 4 Sections and Fields are Required unless specifically marked as not required

Application Tracking #

Provider Name

Section 3:
Required Documents

Outdated versions of forms will not be accepted.

(-
O |Organizational NPI #
=
q0)
. g Service Address
1 0
CC) ”E Only 1 service location may be enrolled per Medicaid ID.
-B oo |Billing Address
v .S
Vs z Mailing Address
'E Facility Phone
Q
S
Contact Person
Phone
Email
1. Are you Enrolled in Medicare? [JNO CJ YES
Please Provide your Medicare ID:
Is your Medicare Record up to date? [JNO [0 YES
2. Are you Enrolled in Medicaid in another State? [0 NO [] YES
State Abbv: Please Provide your Other State Medicaid ID:
3. Are you an Out of State Provider (Service location more than 50 miles from the North Dakota
[] YES [J] NO
border?)
4. Are you exempt from FEDERAL taxes? [1YES [INO If Exempt from FEDERAL Taxes, submit your IRS issued Tax Exempt Letter.
- = U1 |5. Do you have any Individuals or Businesses which have 5% or more interest in the enrolling group?
N C y y o ’ g rotip O YES 0 NO
- O (Interest may be direct or indirect)
o
46 @ |6. How many Managing Employees (authorized to sign on behalf of the business) do you have?
Q 8 If more than 3 Managing Employees, attach a list as part of Section Il of the SFN 1168 (page 2).
L List must contain First Names, Last Names, Dates of Birth, and SSNs
7. Are you organized as a corporation, a non-profit corporation, or a government agency organized as a O YES 0 NO
corporation?
7a. If Yes, how many Board Members do you have?
If more than 3 Board Members, attach a list as part of Section lll of the SFN
1168 (page 2).
The documents requested below must be returned to the Department in order to process your enroliment
Please ensure you use the links provided to obtain the current versions of each form. . .
Helpful Links Submitted

1. Coversheet for Fax/Email

Coversheet for

Fax/Email

2. Group Application Checklist

Page 1 of 2


https://npiregistry.cms.hhs.gov/
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf

3. W-9 (10-2018) Printed Name of Signing Managing Employee: W-9 (10-2018)
. . - . What is the
4. CP 575/147C (Not required if submitting a FEDERAL tax exempt letter issued by the IRS)
CP575/147C?

5. IRS Tax Exempt Letter (Required if you answered Yes to question 4 above)
If Exempt from FEDERAL Taxes, submit your IRS issued Tax Exempt Letter. A State issued letter

IRS Tax Exempt Letter
for Government

|:| This application is associated with an emergency service. We are requesting the date of

Requested Enrollment Effective Date

. Refer to the * above.

©
Q
>
=
'E cannot be substituted. The letter must be issued by the IRS. Agencies
o
O |6. QRTP License (It is the responsibility of the provider to keep updated licensure information on file with the state by
(h‘ ﬂ submitting a copy of the license to provider enrollment each time it is renewed)
- g License # Issued: Expires:
Q£
O = |7. NPI prinout from the NPPES Website NPPES Website
Qv O
v O
(O |8. SFN 661 (6-2010) Printed Name of Signing Managing Employee: SFN 661 (6-2010)
8 8a. Bank Letter/Voided Check Must match the Information provided on the SFN 661
S
>
o (Required for Out of State providers = Answered yes to question 3 above)
&J 9. SFN 509 (10-2018) Date of service must match the enroliment effective date below. SEN 509 (10-2018)
9a. C f Clai (Required for Out of State providers = Answered yes to question 3 above)
a. Lopy ot Liaim Claims submitted are for Enrollment Purposes Only.
Simplified
10. SFN 1168 (8-2020) Instructions based on
FAQs
10a. List of Managing Employees attached to Section lll (Page 2) with dates of birth and SSNs
10b. List of Board Members attached to Section Ill (Page 2) with dates of birth and SSNs.
11. SFN 615 (6-2020) Printed Name of Signing Managing Employee: SFN 615 (6-2020)
Proof of Insurance is not required for any application. If proof of insurance is submitted with an application, it will be deleted from the file. It remains the
provider’s responsibility to ensure that the necessary insurance is in place, but proof of insurance is not required to be submitted for any application.
PROVIDER TYPE 032-Residential Treatment Facilities
SPECIALTY 264-RTF, Emotionally Disturbed Children
TAXONOMY 322D00000X
Please coordinate with your billing department and any other applicable area to determine the correct
@ |enrollment effective date. The Department will not make changes to that date once the
o |application is approved and any claims submitted with a date of service prior to the enrollment
(O |effective date will deny. A retroactive enrollment effective date is limited to no more than ninety (90)
g days™ prior to the date a complete application packet is received by the Department. If the date
.. > |requested is outside the 90 day timeframe, the enrollment effective date assigned will be 90 days
< 8 from the date the complete application packet was recejved
C o
O Y+
e LU #)f this application is associated with an emergency service, the Department may consider a date more than 90 days prior to the date a
8 "E complete application packet is received. You must include a copy of the claim and medical records with your application documents.
v U
O
el
c
L

Printed Name of Person
Requesting the Effective Date
Date

Click Here to find more information on Effective Dates and Retro Effective Date Policies
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Group Application Checklist
QRTP OLP Billing Group (026/504)

This enrollment is optional. Use only if your QRTP wants to enroll separately for services provided by Other License Practitioners (OLPs). These OLP
services would be billed under this record under the group taxonomy 193200000X. If you choose to enroll OLP services separately, please also make
sure you are enrolled under a regular QRTP record (with taxonomy 322D00000X) so you can bill services provided by non-OLPs.

Regular QRTP checklist

Have Questions?
Click Here for FAQs and More Resources

All 4 Sections and Fields are Required unless specifically marked as not required

Application Tracking #

Provider Name

C
O |Organizational NPI #
=
O
. g Service Address
H Le
g — |Billing Address
O B0 |Mailing Address
v .S
N ._,2‘ Facility Phone
o
(-
D e
Ne) ontact Person
Phone
Email
1. Are you an Out of State Provider (Service location more than 50 miles from the North Dakota
L] YES [J] NO
border?)
2. Are you enrolling any additional service locations not listed above at this time? [] YES [0 NO
If yes, please include a list with the addresses of all service locations being enrolled (must have the same
Provider Type, NPI, EIN, and billing address).
Please note: Service addresses located within North Dakota and bordering cities (within 50 miles of the ND border) cannot be enrolled
in the same record as out of state service locations. Out of state service locations will only be enrolled in an out of state record if
services have been provided at each location.
)
™ |3. Are you exempt from FEDERAL taxes? ] YES [OINO If Exempt from FEDERAL Taxes, submit your IRS issued Tax Exempt Letter.
c O
9 "J; 4. Do you have any Individuals or Businesses which have 5% or more interest in the enrolling group?
+ o . N ] YES ] NO
8 S (Interest may be direct or indirect)
w J
5. How many Managing Employees (authorized to sign on behalf of the business) do you have?
If more than 3 Managing Employees, attach a list as part of Section Il of the SFN 1168 (page 2).
List must contain First Names, Last Names, Dates of Birth, and SSNs
6. Are you organized as a corporation, a non-profit corporation, or a government agency organized as a O VES 0 NO
corporation?
6a. If Yes, how many Board Members do you have?
If more than 3 Board Members, attach a list as part of Section Il of the SFN
1168 (page 2).
., |The documents requested below must be returned to the Department in order to process your enroliment
i)
C |Please ensure you use the links provided to obtain the current versions of each form. . ]
v . . Helpful Links Submitted
& |Qutdated versions of forms will not be accepted.
m 3 . C heet f
c 8 |1 Coversheet for Fax/Email %
e
C ©
% L |2. Group Application Checklist
=
o
)
o

3. List of Service Locations (Required if you answered Yes to question 2 above)



https://npiregistry.cms.hhs.gov/
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf

4. W-9 (10-2018) Printed Name of Signing Managing Employee: W-9 (10-2018)

5. CP 575/147C (Not required if submitting a FEDERAL tax exempt letter issued by the IRS) What s the.
CP575/147C?

6. IRS Tax Exempt Letter (Required if you answered Yes to question 3 above) IRS Tax Exempt Letter

If Exempt from FEDERAL Taxes, submit your IRS issued Tax Exempt Letter. A State issued letter for Government

cannot be substituted. The letter must be issued by the IRS. Agencies

7. License. License must be from one of your rendering practitioners, must cover the effective date
below, and must not be expired.

EI This application is associated with an emergency service. We are requesting the date of . Refer to the ** above.

Requested Enrollment Effective Date

Printed Name of Person
Requesting the Effective Date
Date

®)
Q
>
=
o+
C
8 License # Issued: Expires:
e O
_ |8. NPI prinout from the NPPES Website NPPES Website
C Q
O E
-IS = |9- SEN 661 (6-2010) Printed Name of Signing Managing Employee: SFN 661 (6-2010)
O
(% @) 9a. Bank Letter/Voided Check Must match the Information provided on the SFN 661
)]
8 (Required for Out of State providers = Answered yes to question 1 above)
e 10. SFN 509 (10-2018) Date of service must match the enrollment effective date below and match the date of service |SFN 509 (10-2018)
S on the Medical Notes.
O . (Required for Out of State providers = Answered yes to question 1 above)
g 10a. Copy of Claim Claims submitted are for Enrollment Purposes Only.
10b. Medical Not (Required for Out of State providers = Answered yes to question 1 above)
- vViedical Notes Medical Notes submitted are for Enrollment Purposes Only.
Simplified
11.SFN 1168 (8-2020) Instructions based on
FAQs
11a. List of Managing Employees attached to Section Ill (Page 2) with dates of birth and SSNs
11b. List of Board Members attached to Section Ill (Page 2) with dates of birth and SSNs.
12. SFN 615 (6-2020) Printed Name of Signing Managing Employee: SFN 615 (6-2020)
Proof of Insurance is not required for any application. If proof of insurance is submitted with an application, it will be deleted from the file. It remains the
provider’s responsibility to ensure that the necessary insurance is in place, but proof of insurance is not required to be submitted for any application.
PROVIDER TYPE 026- Ambulatory Health Care Facilities
. SPECIALTY 504-Multi-Specialty
"(—'U TAXONOMY 193200000X
= . . _ . .
@ [|Please coordinate with your billing department and any other applicable area to determine the correct
= |enrollment effective date. The Department will not make changes to that date once the
‘O |application is approved and any claims submitted with a date of service prior to the enrollment
HG_-’ effective date will deny. A retroactive enrollment effective date is limited to no more than ninety (90)
‘*,_,j days** prior to the date a complete application packet is received by the Department. If the date
.. 4= |requested is outside the 90 day timeframe, the enrolilment effective date assigned will be 90 days
< g from the date the complete application packet was received.
c
o £
t; _O **|f this application is associated with an emergency service, the Department may consider a date more than 90 days prior to the date a
@ & complete application packet is received. You must include a copy of the claim and medical records with your application documents.
v C
L
(%]
£
O
C
@)
x
©
—

Click Here to find more information on Effective Dates and Retro Effective Date Policies
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Sole Proprietor Checklist*

Page 1 of 2

* Use this Checklist only if the sole proprietor wants to bill ND Medicaid under his/her SSN. If he/she wants to bill under the Tax ID of
the business, use the applicable group checklist.

Have Questions?
Click Here for FAQs and More Resources

All Fields are Required unless specifically marked as not required

Section 1:
Identifying Information

Application Tracking #

Provider Name

Service Location

Billing Address

Mailing Address

Work Phone

Contact Person

Phone

Email

Section 2:

Questions

1. How are you filing taxes with the IRS? [JFiling under SSN

Sole Proprietor's filing taxes under an SSN submit an Individual online application and the documents indicated below
Sole Proprietor's filing taxes under a business Tax ID (EIN) submit a Group online application and use the Group Checklist that matches the Provider

Type/Specialty/Taxonomy needed to bill the services provided by the business.

LI Filing under EIN (Tax ID)

2. How many Managing Employees (authorized to sign on behalf of the business) do you have?

If more than 3 Managing Employees, attach a list as part of Section Il of the SFN 1168 (page 2).

List must contain First Names, Last Names, Dates of Birth, and SSNs

Section 3:
Required Documents

The documents requested below must be returned to the Department in order to process your enrollment

Please ensure you use the links provided to obtain the current versions of each form.

Helpful Links

Submitted

1. Coversheet for Fax/Email

Coversheet for
Fax/Email

2. Sole Proprietor Checklist

3. W-9 (10-2018)

Printed Name of Signing Managing Employee:

W-9 (10-2018)

4. License (It is the responsibility of the provider to keep updated licensure information on file with the state by submitting
a copy of the license to provider enrollment each time it is renewed)

License #

Issued: Expires:

5. DEA (Only Required for Prescribers)

DEA #

Issued: Expires:

6. NPI prinout from the NPPES Website

NPPES Website

7. SFN 661 (6-2010)

Printed Name of Signing Managing Employee:

SFN 661 (6-2010)

7a. Bank Letter/Voided Check Must match the Information provided on the SFN 661
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http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf

Section 3:
Required Documents

Continued

Page 2 of 2

Simplified
8. SFN 1168 (8-2020) Instructions based
on FAQs

8a. List of Managing Employees attached to Section Ill (Page 2) with dates of birth
and SSNs

Page 4 of the SFN 615 form must be signed & dated by the Individual Provider who is

. . SFN 615 (6-2020)
applying as a Sole Proprietor.

9. SFN 615 (6-2020)

Proof of Insurance is not required for any application. If proof of insurance is submitted with an application, it will be deleted from the file. It remains
the provider’s responsibility to ensure that the necessary insurance is in place, but proof of insurance is not required to be submitted for any

application.

Section 4:
Taxonomy & Enrollment Effective Date

PROVIDER TYPE

SPECIALTY

TAXONOMY

What is a Taxonomy? Click Here to find more information on Taxonomies

Know your Taxonomy? Click here to find out which Provider Type & Specialty is assigned to your Taxonomy
https://www.nd.gov/dhs/info/mmis/docs/mmis-individuaI-provider-code-taxonomy.pdf

Please coordinate with your billing department and any other applicable area to determine the correct
enrollment effective date.The Department will not make changes to that date once the
application is approved and any claims submitted with a date of service prior to the enrollment
effective date will deny. A retroactive enrollment effective date is limited to no more than ninety (90)
days** prior to the date a complete application packet is received by the Department. If the date
requested is outside the 90 day timeframe, the enrollment effective date assigned will be 90 days
from the date the complete application packet was received.

**If this application is associated with an emergency service, the Department may consider a date more than 90 days prior to the date
a complete application packet is received. You must include a copy of the claim and medical records with your application documents.

This application is associated with an emergency service. We are requesting the date of . Refer to the **
above.

Requested Enrollment Effective Date

Effective Date

Printed Name of Person
Requesting the Date

Click Here to find more information on Effective Dates and Retro Effective Date Policies
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Sole Proprietor Checklist*®
Autism Waiver (039)

Page 1 of 2

* Use this Checklist only if the sole proprietor wants to bill ND Medicaid under his/her SSN. If he/she wants to bill under the Tax ID of

the business, use the applicable group checklist.

Have Questions?
Click Here for FAQs and More Resources

All Fields are Required unless specifically marked as not required

Section 1:
|dentifying Information

Application Tracking #

Provider Name

Service Location

Billing Address

Mailing Address

Work Phone

Contact Person

Phone

Email

Section 2:

Questions

Sole Proprietor’s filing taxes under an SSN submit an Individual online application and the documents indicated below

Type/Specialty/Taxonomy needed to bill the services provided by the business.

1. How are you filing taxes with the IRS? [Filing under SSN ] Filing under EIN (Tax ID)

Sole Proprietor's filing taxes under a business Tax ID (EIN) submit a Group online application and use the Group Checklist that matches the Provider

2. How many Managing Employees (authorized to sign on behalf of the business) do you have?

If more than 3 Managing Employees, attach a list as part of Section Il of the SFN 1168 (page 2).

List must contain First Names, Last Names, Dates of Birth, and SSNs

Section 3:
Required Documents

The documents requested below must be returned to the Department in order to process your enrollment

Please ensure you use the links provided to obtain the current versions of each form.

Helpful Links

Submitted

1. Coversheet for Fax/Email

Coversheet for
Fax/Email

2. Sole Proprietor Checklist

3. W-9 (10-2018) Printed Name of Signing Managing Employee:

W-9 (10-2018)

4. License (It is the responsibility of the provider to keep updated licensure information on file with the state by submitting
a copy of the license to provider enrollment each time it is renewed)

License # Issued: Expires:

5. NPI prinout from the NPPES Website

NPPES Website

6. SFN 661 (6-2010) Printed Name of Signing Managing Employee:

SFN 661 (6-2010)

6a. Bank Letter/Voided Check Must match the Information provided on the SFN 661
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Section 3:
Required Documents
Continued

Page 2 of 2

Simplified
7. SFN 1168 (8-2020) Instructions based
on FAQs

7a. List of Managing Employees attached to Section Ill (Page 2) with dates of birth and SSNs

Page 4 of the SFN 615 form must be signed & dated by the Individual Provider who is

. . SFN 615 (6-2020)
applying as a Sole Proprietor.

8. SFN 615 (6-2020)

Proof of Insurance is not required for any application. If proof of insurance is submitted with an application, it will be deleted from the file. It remains
the provider’s responsibility to ensure that the necessary insurance is in place, but proof of insurance is not required to be submitted for any

application.

Section 4:
Enrollment Effective Date

PROVIDER TYPE 039-Developmental Disabilities

SPECIALTY 508-Service Management

TAXONOMY A taxonomy code is not required for this provider type/specialty combination

Program Design & Monitoring and Skills Training are specialties only available for entities which are enrolled under the
Applied Behavior Analysis Application Checklist.

Please coordinate with your billing department and any other applicable area to determine the correct
enrollment effective date.The Department will not make changes to that date once the
application is approved and any claims submitted with a date of service prior to the enrollment
effective date will deny. A retroactive enrollment effective date is limited to no more than ninety (90)
days** prior to the date a complete application packet is received by the Department. If the date
requested is outside the 90 day timeframe, the enrollment effective date assigned will be 90 days
from the date the complete application packet was received.

**|If this application is associated with an emergency service, the Department may consider a date more than 90 days prior to the date
a complete application packet is received. You must include a copy of the claim and medical records with your application documents.

This application is associated with an emergency service. We are requesting the date of . Refer to the **
above.

Requested Enrollment Effective Date

Printed Name of Person
Requesting the Date
Effective Date

Click Here to find more information on Effective Dates and Retro Effective Date Policies
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Group Application Checklist
Durable Medical Equipment (033)

Have Questions?
Click Here for FAQs and More Resources

All 4 Sections and Fields are Required unless specifically marked as not required

Application Tracking #

Provider Name

c
O |Organizational NP1 #
=
q°)
il § Service Address
c £ Only 1 service location may be enrolled per Medicaid ID for the following Specialties:
@) E 1. Durable Medical Equipment & Medical Suppliers = Taxonomy 332B00000X
= 2. Prosthetic/Orthotic Supplier = Taxonomy 335E00000X
o
@ .S |Billing Address
(Vg q?
‘= |Mailing Address
c
@ |Facility Phone
S
Contact Person
Phone
Email
1. Are you Enrolled in Medicare? ] NO 1 YES Medicare Enrollment is required
Please Provide your Medicare ID:
Is your Medicare Record up to date? [JNO [0 VYES
2. Are you Enrolled in Medicaid in another State? [0 NO ] YES
State Abbv: Please Provide your Other State Medicaid ID:
3. Are you an Out of State Provider (Service location more than 50 miles from the North Dakota
[J] YES [J] NO
border?)
4. Are you enrolling any additional service locations not listed above at this time? [] YES [0 NO
e If yes, please include a list with the addresses of all service locations being enrolled (must have the same
N Provider Type, NPI, EIN, and billing address).
cC . 9 Please note: Service addresses located within North Dakota and bordering cities (within 50 miles of the ND border) cannot be enrolled
. 9 "J; in the same record as out of state service locations. Out of state service locations will only be enrolled in an out of state record if
46 Q services have been provided at each location.
Q =
n d 5. Are you exempt from FEDERAL taxes? CJYES [JNO If Exempt from FEDERAL Taxes, submit your IRS issued Tax Exempt Letter.
6. Do you have any Individuals or Businesses which have 5% or more interest in the enrolling group?
. - ] YES [l NO
(Interest may be direct or indirect)
7. How many Managing Employees (authorized to sign on behalf of the business) do you have?
If more than 3 Managing Employees, attach a list as part of Section Il of the SFN 1168 (page 2).
List must contain First Names, Last Names, Dates of Birth, and SSNs
8. Are you organized as a corporation, a non-profit corporation, or a government agency organized as a O VES 0 NO

corporation?

8a. If Yes, how many Board Members do you have?
If more than 3 Board Members, attach a list as part of Section Ill of the SFN

1168 (page 2).

Page 1 of 3
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Section 3:
Required Documents

The documents requested below must be returned to the Department in order to process your enroliment

Please ensure you use the links provided to obtain the current versions of each form.
Outdated versions of forms will not be accepted.

Helpful Links

Submitted

1. Coversheet for Fax/Email

Coversheet for

Fax/Email
2. Group Application Checklist
3. List of Service Locations (Required if you answered Yes to question 4 above)
4. W-9 (10-2018) Printed Name of Signing Managing Employee: W-9 (10-2018)
5. CP 575/147C (Not required if submitting a FEDERAL tax exempt letter issued by the IRS) What is the
CP575/147C?

6. IRS Tax Exempt Letter (Required if you answered Yes to question 5 above)

If Exempt from FEDERAL Taxes, submit your IRS issued Tax Exempt Letter. A State issued letter
cannot be substituted. The letter must be issued by the IRS.

IRS Tax Exempt Letter
for Government

Agencies

7. License/Certification (It is the responsibility of the provider to keep updated licensure information on file with the state
by submitting a copy of the license to provider enrollment each time it is renewed)

Issued:

License # Expires:

8. North Dakota Wholesale License - Issued by the ND Board of Pharmacy (It is the responsibility of the
provider to keep updated licensure information on file with the state by submitting a copy of the license to provider
enrollment each time it is renewed)

License # Issued: Expires:

9. NPI prinout from the NPPES Website

NPPES Website

10. SFN 661 (6-2010) Printed Name of Signing Managing Employee:

SFN 661 (6-2010)

10a. Bank Letter/Voided Check Must match the Information provided on the SFN 661

(Required for Out of State providers = Answered yes to question 3 above)

11. SEN 509 (10-2018) Date of service must match the enroliment effective date below.

SFN 509 (10-2018)

(Required for Out of State providers = Answered yes to question 3 above)

11a. Copy of Claim Claims submitted are for Enrollment Purposes Only.

12. SFN 1168 (8-2020)

Simplified
Instructions based on

FAQs

12a. List of Managing Employees attached to Section lll (Page 2) with dates of birth and SSNs

12b. List of Board Members attached to Section Ill (Page 2) with dates of birth and SSNs.

13. SFN 615 (6-2020) Printed Name of Signing Managing Employee:

SFN 615 (6-2020)

Proof of Insurance is not required for any application. If proof of insurance is submitted with an application, it will be deleted from the file. It remains the
provider’s responsibility to ensure that the necessary insurance is in place, but proof of insurance is not required to be submitted for any application.

Section 4:
Taxonomy & Enrollment Effective Date

PROVIDER TYPE 033-Suppliers

SPECIALTY

TAXONOMY

What is a Taxonomy? Click Here to find more information on Taxonomies

Already Know your Taxonomy? Click here to find out which Provider Type & Specialty is assighed to your Taxonomy

http://www.nd.gov/dhs/info/mmis/docs/mmis-group-provider-code-taxonomy.pdf

application is approved and any claims submitted with a date of service prior to the

days™ prior to the date a complete application packet is received by the Department.
requested is outside the 90 day timeframe, the enrollment effective date assigned will
from the date the complete application packet was received

'Please coordinate with your billing department and any other applicable area to determine the correct
enrollment effective date. The Department will not make changes to that date once the

enrollment

effective date will deny. A retroactive enrollment effective date is limited to no more than ninety (90)

If the date
be 90 days

*If this application is associated with an emergency service, the Department may consider a date more than 90 days prior to the date a
complete application packet is received. You must include a copy of the claim and medical records with your application documents.

Page 2 of 3
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Section 4:

Taxonomy &
Enrollment Effective Date

Continued

D This application is associated with an emergency service. We are requesting the date of

Requested Enrollment Effective Date

. Refer to the * above.

Printed Name of Person
Requesting the Effective
Date

Date

Click Here to find more information on Effective Dates and Retro Effective Date Policies

Revision 8/17/2020
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Group Application Checklist
Pharmacy (033)

Have Questions?
Click Here for FAQs and More Resources

All 4 Sections and Fields are Required unless specifically marked as not required

Application Tracking #

Provider Name

(-
O |Organizational NPI #
=
q0)
- 5 Service Address
CC) ”E Only 1 service location may be enrolled per Medicaid ID.
= pp  |Billing Address
o
v .S
U) > |Mailing Address
=
'E Facility Phone
Q
S
Contact Person
Phone
Email
1. Are you Enrolled in Medicare? [JNO CJ YES
Please Provide your Medicare ID:
Is your Medicare Record up to date? [JNO [0 YES
2. Are you Enrolled in Medicaid in another State? [0 NO [] YES
State Abbv: Please Provide your Other State Medicaid ID:
3. Are you an Out of State Provider (Service location outside North Dakota, Minnesota, Montana, or
[] YES [J] NO
South Dakota?)
4. Are you exempt from FEDERAL taxes? [1YES [INO If Exempt from FEDERAL Taxes, submit your IRS issued Tax Exempt Letter.
(.\i %2
c g 5. Do you have any Individuals or Businesses which have 5% or more interest in the enrolling group? O YES 0 NO
O 4+ [(Interest may be direct or indirect)
.8 $
% 8 6. How many Managing Employees (authorized to sign on behalf of the business) do you have?
If more than 3 Managing Employees, attach a list as part of Section Il of the SFN 1168 (page 2).
List must contain First Names, Last Names, Dates of Birth, and SSNs
7. Are you organized as a corporation, a non-profit corporation, or a government agency organized as a O YES 0 NO
corporation?
7a. If Yes, how many Board Members do you have?
If more than 3 Board Members, attach a list as part of Section lll of the SFN
1168 (page 2).
1 |The documents requested below must be returned to the Department in order to process your enrollment
c
Q Please ensure you use the links provided to obtain the current versions of each form. . .
= . . Helpful Links Submitted
A S Outdated versions of forms will not be accepted.
O
e 1. Coversheet for Fax/Email w
o Fax/Email
273
v .= |2. Group Application Checklist
>
]
(o' 3. W-9 (10-2018) Printed Name of Signing Managing Employee: W-9 (10-2018)
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. . . . What is the
4. CP 575/147C (Not required if submitting a FEDERAL tax exempt letter issued by the IRS) CP575/147C2
5. IRS Tax Exempt Letter (Required if you answered Yes to question 4 above) IRS Tax Exempt Letter

If Exempt from FEDERAL Taxes, submit your IRS issued Tax Exempt Letter. A State issued letter for Government

cannot be substituted. The letter must be issued by the IRS. Agencies

6. License/Certification (It is the responsibility of the provider to keep updated licensure information on file with the state
by submitting a copy of the license to provider enrollment each time it is renewed)

*If this application is associated with an emergency service, the Department may consider a date more than 90 days prior to the date a
complete application packet is received. You must include a copy of the claim and medical records with your application documents.

D This application is associated with an emergency service. We are requesting the date of . Refer to the * above.

©
Q
-
(- License # Issued: Expires:
e
C
8 7. NPI prinout from the NPPES Website NPPES Website
e W
o "E 8. SFN 661 (6-2010) Printed Name of Signing Managing Employee: SFN 661 (6-2010)
C
@) g 8a. Bank Letter/Voided Check Must match the Information provided on the SFN 661
0 S
@ 8 ( d for Out of S d A d 3 above)
W Required for Out of State providers = Answered yes to question 3 above
M) 9. SEN 509 (10-2018) Date of service must match the enrollment effective date below. SEN 509 (10-2018)
©
Q
= Simplified
> []10.SFN 1168 (8-2020) Instructions based on
9 FAQs
o 10a. List of Managing Employees attached to Section Ill (Page 2) with dates of birth and SSNs
10b. List of Board Members attached to Section Ill (Page 2) with dates of birth and SSNs.
11. SFN 615 (6-2020) Printed Name of Signing Managing Employee: SFN 615 (6-2020)
12. SFN 1169 (3-2018) | Printed Name of Signing Managing Employee: SFN 1169 (3-2018)
Proof of Insurance is not required for any application. If proof of insurance is submitted with an application, it will be deleted from the file. It remains the
provider’s responsibility to ensure that the necessary insurance is in place, but proof of insurance is not required to be submitted for any application.
PROVIDER TYPE 033-Suppliers
SPECIALTY
Q
s [TAXoNomY
O What is a Taxonomy? Click Here to find more information on Taxonomies
Q
> Already Know your Taxonomy? Click here to find out which Provider Type & Specialty is assigned to your Taxonomy
IS http://www.nd.gov/dhs/info/mmis/docs/mmis-group-provider-code-taxonomy.pdf
Q
T — . . — - -
‘-'uj Please coordinate with your billing department and any other applicable area to determine the correct
4 |enrolliment effective date. The Department will not make changes to that date once the
<t S application is approved and any claims submitted with a date of service prior to the enrollment
C c effective date will deny. A retroactive enrollment effective date is limited to no more than ninety (90)
_8 — |days™ prior to the date a complete application packet is received by the Department. If the date
O 8 requested is outside the 90 day timeframe, the enrollment effective date assigned will be 90 days
% C from the date the complete application packet was received
L
%]
£
O
c
O
x
©
—

Requested Enrollment Effective Date

Printed Name of Person
Requesting the Effective Date
Date

Click Here to find more information on Effective Dates and Retro Effective Date Policies

Revision 8/17/2020 JW
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https://www.nd.gov/eforms/Doc/sfn01168.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/provider-enrollment-instructions-sfn1168.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/provider-enrollment-instructions-sfn1168.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/provider-enrollment-instructions-sfn1168.pdf
https://www.nd.gov/eforms/Doc/sfn00615.pdf
https://www.nd.gov/eforms/Doc/sfn00615.pdf
https://www.nd.gov/eforms?sfntitle=1169
https://www.nd.gov/eforms?sfntitle=1169
https://www.nd.gov/dhs/services/medicalserv/medicaid/docs/taxonomies-pe.pdf
https://www.nd.gov/dhs/services/medicalserv/medicaid/docs/taxonomies-pe.pdf
https://www.nd.gov/dhs/services/medicalserv/medicaid/docs/taxonomies-pe.pdf
https://www.nd.gov/dhs/services/medicalserv/medicaid/docs/taxonomies-pe.pdf
https://www.nd.gov/dhs/services/medicalserv/medicaid/docs/taxonomies-pe.pdf
https://www.nd.gov/dhs/services/medicalserv/medicaid/docs/taxonomies-pe.pdf
http://www.nd.gov/dhs/info/mmis/docs/mmis-group-provider-code-taxonomy.pdf
http://www.nd.gov/dhs/info/mmis/docs/mmis-group-provider-code-taxonomy.pdf
http://www.nd.gov/dhs/info/mmis/docs/mmis-group-provider-code-taxonomy.pdf
http://www.nd.gov/dhs/info/mmis/docs/mmis-group-provider-code-taxonomy.pdf
http://www.nd.gov/dhs/info/mmis/docs/mmis-group-provider-code-taxonomy.pdf
http://www.nd.gov/dhs/info/mmis/docs/mmis-group-provider-code-taxonomy.pdf
https://www.nd.gov/dhs/services/medicalserv/medicaid/docs/taxonomies-pe.pdf
http://www.nd.gov/dhs/info/mmis/docs/mmis-group-provider-code-taxonomy.pdf
http://www.nd.gov/dhs/info/mmis/docs/mmis-group-provider-code-taxonomy.pdf
https://www.nd.gov/eforms/Doc/sfn01168.pdf
https://npiregistry.cms.hhs.gov/

Group Application Checklist
Hearing Aid Specialists (033 - 383)

Have Questions?
Click Here for FAQs and More Resources

All 4 Sections and Fields are Required unless specifically marked as not required

Section 1:
ldentifying Information

Application Tracking #

Provider Name

Organizational NPI #

Service Address

Billing Address

Mailing Address

Facility Phone

Contact Person

Phone

Email

Section 2:

Questions

1. Are you Enrolled in Medicare? ] NO C]YES
Please Provide your Medicare ID:
Is your Medicare Record up to date? [JNO [0 YES

2. Are you Enrolled in Medicaid in another State? [0 NO [] YES
State Abbv: Please Provide your Other State Medicaid ID:

3. Are you an Out of State Provider (Service location more than 50 miles from the North Dakota

border?) L YEs

[] NO

4. Are you enrolling any additional service locations not listed above at this time? [] YES

Provider Type, NPI, EIN, and billing address).

services have been provided at each location.

[] NO

If yes, please include a list with the addresses of all service locations being enrolled (must have the same

Please note: Service addresses located within North Dakota and bordering cities (within 50 miles of the ND border) cannot be enrolled
in the same record as out of state service locations. Out of state service locations will only be enrolled in an out of state record if

5. Are you exempt from FEDERAL taxes? I YES [JNO If Exempt from FEDERAL Taxes, submit your IRS issued Tax Exempt Letter.

6. Do you have any Individuals or Businesses which have 5% or more interest in the enrolling group?

] YES
(Interest may be direct or indirect)

[J NO

7. How many Managing Employees (authorized to sign on behalf of the business) do you have?

If more than 3 Managing Employees, attach a list as part of Section Il of the SFN 1168 (page 2).
List must contain First Names, Last Names, Dates of Birth, and SSNs

8. Are you organized as a corporation, a non-profit corporation, or a government agency organized as a O VES

corporation?

[] NO

8a. If Yes, how many Board Members do you have?
If more than 3 Board Members, attach a list as part of Section Il of the SFN

1168 (page 2).

Section 3:

Required
Documents

The documents requested below must be returned to the Department in order to process your enroliment

Please ensure you use the links provided to obtain the current versions of each form.

Outdated versions of forms will not be accepted. LU

Submitted

1. Coversheet for Fax/Email

Fax/Email

Coversheet for
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https://npiregistry.cms.hhs.gov/
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf

2. Group Application Checklist

3. List of Service Locations (Required if you answered Yes to question 4 above)

*If this application is associated with an emergency service, the Department may consider a date more than 90 days prior to the date a
complete application packet is received. You must include a copy of the claim and medical records with your application documents.

4. W-9 (10-2018) Printed Name of Signing Managing Employee: W-9 (10-2018)
5. CP 575/147C (Not required if submitting a FEDERAL tax exempt letter issued by the IRS) What is the.
CP575/147C?
6. IRS Tax Exempt Letter (Required if you answered Yes to question 5 above) IRS Tax Exempt Letter
o If Exempt from FEDERAL Taxes, submit your IRS issued Tax Exempt Letter. A State issued letter M
% cannot be substituted. The letter must be issued by the IRS. Agencies
=
4+ |7. License/Certification (It is the responsibility of the provider to keep updated licensure information on file with the state
g by submitting a copy of the license to provider enrollment each time it is renewed)
@) License # Issued: Expires:
° m
o)
c g 8. NPI prinout from the NPPES Website NPPES Website
Q £
t; 8 9. SFN 661 (6-2010) Printed Name of Signing Managing Employee: SFN 661 (6-2010)
Q
%) 8 9a. Bank Letter/Voided Check Must match the Information provided on the SFN 661
k3
o (Required for Out of State providers = Answered yes to question 3 above)
S 10. SFN 509 (10-2018) Date of service must match the enroliment effective date below. SEN 509 (10-2018)
Q . (Required for Out of State providers = Answered yes to question 3 above)
oC 10a. Copy of Claim Claims submitted are for Enrollment Purposes Only.
Simplified
11. SFN 1168 (8-2020) Instructions based on
FAQs
11a. List of Managing Employees attached to Section Ill (Page 2) with dates of birth and SSNs
11b. List of Board Members attached to Section Ill (Page 2) with dates of birth and SSNs.
12. SFN 615 (6-2020) Printed Name of Signing Managing Employee: SFN 615 (6-2020)
Proof of Insurance is not required for any application. If proof of insurance is submitted with an application, it will be deleted from the file. It remains the
provider’s responsibility to ensure that the necessary insurance is in place, but proof of insurance is not required to be submitted for any application.
PROVIDER TYPE 033-Suppliers
SPECIALTY 383-Hearing Aid Equipment
TAXONOMY 332500000X
What is a Taxonomy? Click Here to find more information on Taxonomies
Q Already Know your Taxonomy? Click here to find out which Provider Type & Specialty is assigned to your Taxonomy
"r"c http://www.nd.gov/dhs/info/mmis/docs/mmis-group-provider-code-taxonomy.pdf
)]
@ |Please coordinate with your billing department and any other applicable area to determine the correct
.= |enrollment effective date. The Department will not make changes to that date once the
LI _'_J . . . . . . . .
<t © |application is approved and any claims submitted with a date of service prior to the enrollment
C qL,q:J effective date will deny. A retroactive enrollment effective date is limited to no more than ninety (90)
g L |days™ prior to the date a complete application packet is received by the Department. If the date
8) -E requested is outside the 90 day timeframe, the enrollment effective date assigned will be 90 days
8 o LUrom the date the complete application packet was recejved
O
| -
(-
L

D This application is associated with an emergency service. We are requesting the date of . Refer to the * above.

Requested Enroliment Effective Date

Printed Name of Person
Requesting the Effective Date
Date

Click Here to find more information on Effective Dates and Retro Effective Date Policies

Revision 8/17/2020 JW
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https://www.irs.gov/pub/irs-pdf/fw9.pdf
https://www.irs.gov/pub/irs-pdf/fw9.pdf
https://npiregistry.cms.hhs.gov/
https://npiregistry.cms.hhs.gov/
https://npiregistry.cms.hhs.gov/
https://npiregistry.cms.hhs.gov/
https://npiregistry.cms.hhs.gov/
https://npiregistry.cms.hhs.gov/
https://www.nd.gov/eforms/Doc/sfn00661.pdf
https://www.nd.gov/eforms/Doc/sfn00661.pdf
https://www.nd.gov/eforms/Doc/sfn00509.pdf
https://www.nd.gov/eforms/Doc/sfn00509.pdf
https://www.nd.gov/eforms/Doc/sfn01168.pdf
https://www.nd.gov/eforms/Doc/sfn01168.pdf
https://www.nd.gov/eforms/Doc/sfn01168.pdf
https://www.nd.gov/eforms/Doc/sfn01168.pdf
https://www.nd.gov/eforms/Doc/sfn01168.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/provider-enrollment-instructions-sfn1168.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/provider-enrollment-instructions-sfn1168.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/provider-enrollment-instructions-sfn1168.pdf
https://www.nd.gov/eforms/Doc/sfn00615.pdf
https://www.nd.gov/eforms/Doc/sfn00615.pdf
https://www.nd.gov/dhs/services/medicalserv/medicaid/docs/taxonomies-pe.pdf
https://www.nd.gov/dhs/services/medicalserv/medicaid/docs/taxonomies-pe.pdf
https://www.nd.gov/dhs/services/medicalserv/medicaid/docs/taxonomies-pe.pdf
https://www.nd.gov/dhs/services/medicalserv/medicaid/docs/taxonomies-pe.pdf
https://www.nd.gov/dhs/services/medicalserv/medicaid/docs/taxonomies-pe.pdf
https://www.nd.gov/dhs/services/medicalserv/medicaid/docs/taxonomies-pe.pdf
http://www.nd.gov/dhs/info/mmis/docs/mmis-group-provider-code-taxonomy.pdf
http://www.nd.gov/dhs/info/mmis/docs/mmis-group-provider-code-taxonomy.pdf
http://www.nd.gov/dhs/info/mmis/docs/mmis-group-provider-code-taxonomy.pdf
http://www.nd.gov/dhs/info/mmis/docs/mmis-group-provider-code-taxonomy.pdf
http://www.nd.gov/dhs/info/mmis/docs/mmis-group-provider-code-taxonomy.pdf
http://www.nd.gov/dhs/info/mmis/docs/mmis-group-provider-code-taxonomy.pdf
https://www.nd.gov/eforms/Doc/sfn01168.pdf
https://npiregistry.cms.hhs.gov/
https://www.nd.gov/dhs/services/medicalserv/medicaid/docs/taxonomies-pe.pdf
http://www.nd.gov/dhs/info/mmis/docs/mmis-group-provider-code-taxonomy.pdf
http://www.nd.gov/dhs/info/mmis/docs/mmis-group-provider-code-taxonomy.pdf

Group Application Checklist
Ambulance (034)

Have Questions?
Click Here for FAQs and More Resources

All 4 Sections and Fields are Required unless specifically marked as not required

Application Tracking #

Provider Name

C
O |Organizational NPI #
=
(q0]
.- E Service Address
| -
RN
g — |Billing Address
O B0 |Mailing Address
v .S
N ._,2‘ Facility Phone
o
(-
D e
Ne) ontact Person
Phone
Email
1. Are you Enrolled in Medicare? ] NO C]YES Medicare Enrollment is required
Please Provide your Medicare ID:
Is your Medicare Record up to date? ] NO [0 VYES
2. Are you Enrolled in Medicaid in another State? [0 NO [] YES
State Abbv: Please Provide your Other State Medicaid ID:
3. Are you an Out of State Provider (Service location more than 50 miles from the North Dakota
L] YES [] NO
border?)
4. Are you enrolling any additional service locations not listed above at this time? [] VYES [1 NO
If yes, please include a list with the addresses of all service locations being enrolled (must have the same
e n Provider Type, NPI, EIN, and billing address).
AN C Please note: Service addresses located within North Dakota and bordering cities (within 50 miles of the ND border) cannot be enrolled
C . 9 in the same record as out of state service locations. Out of state service locations will only be enrolled in an out of state record if
. 9 -IJ; services have been provided at each location.
= o
O
Q ij 5. Are you exempt from FEDERAL taxes? []YES [INO If Exempt from FEDERAL Taxes, submit your IRS issued Tax Exempt Letter.
(Vs
6. Do you have any Individuals or Businesses which have 5% or more interest in the enrolling group?
. - ] YES [l NO
(Interest may be direct or indirect)
7. How many Managing Employees (authorized to sign on behalf of the business) do you have?
If more than 3 Managing Employees, attach a list as part of Section Il of the SFN 1168 (page 2).
List must contain First Names, Last Names, Dates of Birth, and SSNs
8. Are you organized as a corporation, a non-profit corporation, or a government agency organized as a
y 4 P Y Y 4 gency org 0 YES ] NO

corporation?

8a. If Yes, how many Board Members do you have?
If more than 3 Board Members, attach a list as part of Section lll of the SFN

1168 (page 2).
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Section 3:
Required Documents

The documents requested below must be returned to the Department in order to process your enroliment

Please ensure you use the links provided to obtain the current versions of each form.
Outdated versions of forms will not be accepted.

Helpful Links

Submitted

1. Coversheet for Fax/Email

Coversheet for

Fax/Email
2. Group Application Checklist
3. List of Service Locations (Required if you answered Yes to question 4 above)
4. W-9 (10-2018) Printed Name of Signing Managing Employee: W-9 (10-2018)
5. CP 575/147C (Not required if submitting a FEDERAL tax exempt letter issued by the IRS) What is the.
CP575/147C?

6. IRS Tax Exempt Letter (Required if you answered Yes to question 5 above)
If Exempt from FEDERAL Taxes, submit your IRS issued Tax Exempt Letter. A State issued letter

IRS Tax Exempt Letter
for Government.

cannot be substituted. The letter must be issued by the IRS. Agencies
7. Ambulance License (it is the responsibility of the provider to keep updated licensure information on file with the state
by submitting a copy of the license to provider enrollment each time it is renewed)
License # Issued: Expires:
8. NPI prinout from the NPPES Website NPPES Website

9. SFN 661 (6-2010) Printed Name of Signing Managing Employee:

SFN 661 (6-2010)

9a. Bank Letter/Voided Check Must match the Information provided on the SFN 661

(Required for Out of State providers = Answered yes to question 3 above)
Date of service must match the enroliment effective date below and match the date of service
on the Trip Notes.

10. SFN 509 (10-2018)

SFN 509 (10-2018)

(Required for Out of State providers = Answered yes to question 3 above)
Claims submitted are for Enrollment Purposes Only.

(Required for Out of State providers = Answered yes to question 3 above)
Trip Notes submitted are for Enroliment Purposes Only.

10a. Copy of Claim

10b. Trip Notes

11. SFN 1168 (8-2020)

Simplified
Instructions based on

FAQs

11a. List of Managing Employees attached to Section lll (Page 2) with dates of birth and SSNs

11b. List of Board Members attached to Section Ill (Page 2) with dates of birth and SSNs.

12. SFN 615 (6-2020) Printed Name of Signing Managing Employee:

SFN 615 (6-2020)

Proof of Insurance is not required for any application. If proof of insurance is submitted with an application, it will be deleted from the file. It remains the
provider’s responsibility to ensure that the necessary insurance is in place, but proof of insurance is not required to be submitted for any application.

Section 4:
Taxonomy & Enrollment Effective Date

PROVIDER TYPE 034-Transportation Services
] ]
SPECIALTY/Taxonomy 511-Ambulance-Land 510-Ambulance-Air Transport
(Please Choose One) Transport 3416A0800X
3416L0300X

from the date the complete application packet was received.

Please coordinate with your billing department and any other applicable area to determine the correct
enrollment effective date. The Department will not make changes to that date once the
application is approved and any claims submitted with a date of service prior to the enrollment
effective date will deny. A retroactive enrollment effective date is limited to no more than ninety (90)
days*** prior to the date a complete application packet is received by the Department. If the date
requested is outside the 90 day timeframe, the enroliment effective date assigned will be 90 days

*If this application is associated with an emergency service, the Department may consider a date more than 90 days prior to the date a
complete application packet is received. You must include a copy of the claim and medical records with your application documents.

[]

This application is associated with an emergency service. We are requesting the date of

. Refer to the * above.
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http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
https://www.irs.gov/pub/irs-pdf/fw9.pdf
https://www.irs.gov/pub/irs-pdf/fw9.pdf
https://www.irs.gov/pub/irs-pdf/fw9.pdf
https://npiregistry.cms.hhs.gov/
https://npiregistry.cms.hhs.gov/
https://npiregistry.cms.hhs.gov/
https://npiregistry.cms.hhs.gov/
https://npiregistry.cms.hhs.gov/
https://npiregistry.cms.hhs.gov/
https://www.nd.gov/eforms/Doc/sfn00661.pdf
https://www.nd.gov/eforms/Doc/sfn00661.pdf
https://www.nd.gov/eforms/Doc/sfn00509.pdf
https://www.nd.gov/eforms/Doc/sfn00509.pdf
https://www.nd.gov/eforms/Doc/sfn01168.pdf
https://www.nd.gov/eforms/Doc/sfn01168.pdf
https://www.nd.gov/eforms/Doc/sfn01168.pdf
https://www.nd.gov/eforms/Doc/sfn01168.pdf
https://www.nd.gov/eforms/Doc/sfn01168.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/provider-enrollment-instructions-sfn1168.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/provider-enrollment-instructions-sfn1168.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/provider-enrollment-instructions-sfn1168.pdf
https://www.nd.gov/eforms/Doc/sfn00615.pdf
https://www.nd.gov/eforms/Doc/sfn00615.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
https://www.nd.gov/eforms/Doc/sfn01168.pdf
https://npiregistry.cms.hhs.gov/

Requested Enrollment Effective Date

Printed Name of Person
Requesting the Effective Date
Date

Click Here to find more information on Effective Dates and Retro Effective Date Policies

Revision 8/17/2020 JW
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Group Application Checklist
Autism Waiver (039)

Have Questions?
Click Here for FAQs and More Resources

All 4 Sections and Fields are Required unless specifically marked as not required

Application Tracking #
Provider Name
C
ke,
o [|Service Address
£ Billing Address
S
H q9
g c |Mailing Address
O 20 [Facility Phone
v .S
v >
=
4+ |Contact Person
c
% Phone
Email
1. Are you enrolling any additional service locations not listed above at this time? [ VYES [] NO
If yes, please include a list with the addresses of all service locations being enrolled (must have the same
Provider Type, NPI, EIN, and billing address).
Please note: Service addresses located within North Dakota and bordering cities (within 50 miles of the ND border) cannot be enrolled
in the same record as out of state service locations. Out of state service locations will only be enrolled in an out of state record if
services have been provided at each location.
("\i %2
- S 2. Are you exempt from FEDERAL taxes? 1 YES [INO If Exempt from FEDERAL Taxes, submit your IRS issued Tax Exempt Letter.
O
- $ 3. Do you have any Individuals or Businesses which have 5% or more interest in the enrolling group?
o . - ] YES [l NO
@ =, [(Interest may be direct or indirect)
wn d
4. How many Managing Employees (authorized to sign on behalf of the business) do you have?
If more than 3 Managing Employees, attach a list as part of Section Il of the SFN 1168 (page 2).
List must contain First Names, Last Names, Dates of Birth, and SSNs
5. Are you organized as a corporation, a non-profit corporation, or a government agency organized as a O VES 0 NO
corporation?
5a. If Yes, how many Board Members do you have?
If more than 3 Board Members, attach a list as part of Section Il of the SFN
1168 (page 2).
The documents requested below must be returned to the Department in order to process your enroliment
Please ensure you use the links provided to obtain the current versions of each form. . )
. . Helpful Links Submitted
Outdated versions of forms will not be accepted.
. h f
1. Coversheet for Fax/Email Covers—eet.or
Fax/Email
wn
)
GCJ 2. Group Application Checklist
™M 8 3. List of Service Locations (Required if you answered Yes to question 1 above)
C O
el e
O o [4W-9 (10-2018) Printed Name of Signing Managing Employee: W-9 (10-2018)
v v
v =
> |Is.cp 575/147C (Not required if submitting a FEDERAL tax exempt letter issued by the IRS) What is the
g CP575/147C?
o
6. IRS Tax Exempt Letter (Required if you answered Yes to question 2 above) IRS Tax Exempt Letter
If Exempt from FEDERAL Taxes, submit your IRS issued Tax Exempt Letter. A State issued letter for Government
cannot be substituted. The letter must be issued by the IRS. Agencies



http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
https://www.irs.gov/pub/irs-pdf/fw9.pdf
https://www.irs.gov/pub/irs-pdf/fw9.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf

*If this application is associated with an emergency service, the Department may consider a date more than 90 days prior to the date a
complete application packet is received. You must include a copy of the claim and medical records with your application documents.

EI This application is associated with an emergency service. We are requesting the date of . Refer to the * above.

7. SFN 661 (6-2010) Printed Name of Signing Managing Employee: SFN 661 (6-2010)
" 7a. Bank Letter/Voided Check Must match the Information provided on the SFN 661
c
]
A g - Simplified
c 9 % 8. SFN 1168 (8-2020) Instructions based on
o R c
8 % g FAQs
g Q 8 8a. List of Managing Employees attached to Section Ill (Page 2) with dates of birth and SSNs
=
g 8b. List of Board Members attached to Section Ill (Page 2) with dates of birth and SSNs.
2
9. SFN 615 (6-2020) Printed Name of Signing Managing Employee: SFN 615 (6-2020)
Proof of Insurance is not required for any application. If proof of insurance is submitted with an application, it will be deleted from the file. It remains the
provider’s responsibility to ensure that the necessary insurance is in place, but proof of insurance is not required to be submitted for any application.
PROVIDER TYPE 039-Developmental Disabilities
SPECIALTY
3 TAXONOMY
4]
(O Specialties Respite, Self-Directed Supports, Assistive Technology, & Service Management only.
Specialties Program Design & Monitoring and Skills Training would be enrolled under the Applied Behavior Analysis (ABA)
)
.= checklist.
- -
O
é Please coordinate with your billing department and any other applicable area to determine the correct
L |enrollment effective date. The Department will not make changes to that date once the
<t -E' application is approved and any claims submitted with a date of service prior to the enrollment
— « |effective date will deny. A retroactive enrollment effective date is limited to no more than ninety (90)
O & |days™ prior to the date a complete application packet is received by the Department. If the date
1S % requested is outside the 90 day timeframe, the enrolilment effective date assigned will be 90 days from
g E the date the complete application packet was received.
L
oJ
>
ot
O
O
)
Q.
Vo)

Requested Enroliment Effective Date

Printed Name of Person
Requesting the Effective Date
Date

Click Here to find more information on Effective Dates and Retro Effective Date Policies

Revision 8/17/2020 JW
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https://www.nd.gov/eforms/Doc/sfn00661.pdf
https://www.nd.gov/eforms/Doc/sfn00661.pdf
https://www.nd.gov/eforms/Doc/sfn01168.pdf
https://www.nd.gov/eforms/Doc/sfn01168.pdf
https://www.nd.gov/eforms/Doc/sfn01168.pdf
https://www.nd.gov/eforms/Doc/sfn01168.pdf
https://www.nd.gov/eforms/Doc/sfn01168.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/provider-enrollment-instructions-sfn1168.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/provider-enrollment-instructions-sfn1168.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/provider-enrollment-instructions-sfn1168.pdf
https://www.nd.gov/eforms/Doc/sfn00615.pdf
https://www.nd.gov/eforms/Doc/sfn00615.pdf
https://www.nd.gov/eforms/Doc/sfn01168.pdf

Group Application Checklist
Basic Care (043)

Have Questions?
Click Here for FAQs and More Resources

All 4 Sections and Fields are Required unless specifically marked as not required

Application Tracking #

Provider Name

C
O  |Organizational NPI #
=
(q0]
- B Service Address
g "E Only 1 service location may be enrolled per Medicaid ID.
4+ pp |Billing Address
O
v .S
U) > |Mailing Address
=
"E Facility Phone
)
S
Contact Person
Phone
Email
1. Are you Enrolled in Medicare? ] NO []YES
Please Provide your Medicare ID:
Is your Medicare Record up to date? [J NO [0 YES
2. Are you Enrolled in Medicaid in another State? [0 NO ] YES
State Abbv: Please Provide your Other State Medicaid ID:
.- vy |3-Areyouexempt from FEDERAL taxes? ] YES [INO If Exempt from FEDERAL Taxes, submit your IRS issued Tax Exempt Letter.
AN C
g ‘= |4-Doyou have any Individuals or Businesses which have 5% or more interest in the enrolling group? O] YES 0 No
et a (Interest may be direct or indirect)
=
wn d 5. How many Managing Employees (authorized to sign on behalf of the business) do you have?
If more than 3 Managing Employees, attach a list as part of Section Ill of the SFN 1168 (page 2).
List must contain First Names, Last Names, Dates of Birth, and SSNs
6. Are you organized as a corporation, a non-profit corporation, or a government agency organized as a O VES 0 NO
corporation?
6a. If Yes, how many Board Members do you have?
If more than 3 Board Members, attach a list as part of Section il of the SFN
1168 (page 2).
” The documents requested below must be returned to the Department in order to process your enroliment
"E Please ensure you use the links provided to obtain the current versions of each form. i .
o . . Helpful Links Submitted
c Outdated versions of forms will not be accepted.
Mm S 1. Coversheet for Fax/Email w
- 8 Fax/Email
Qo N
O © |2. Group Application Checklist
v
v =
g_ 3. W-9 (10-2018) Printed Name of Signing Managing Employee: W-9 (10-2018)
Q
- 4. CP 575/147C (Not required if submitting a FEDERAL tax exempt letter issued by the IRS) What s the
) q & P 4 CP575/147C?
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https://npiregistry.cms.hhs.gov/
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf
https://www.irs.gov/pub/irs-pdf/fw9.pdf
https://www.irs.gov/pub/irs-pdf/fw9.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf

*If this application is associated with an emergency service, the Department may consider a date more than 90 days prior to the date a
complete application packet is received. You must include a copy of the claim and medical records with your application documents.

5. IRS Tax Exempt Letter (Required if you answered Yes to question 3 above) IRS Tax Exempt Letter
If Exempt from FEDERAL Taxes, submit your IRS issued Tax Exempt Letter. A State issued letter M
cannot be substituted. The letter must be issued by the IRS. Agencies
8 6. Basic Care License. License must cover the effective date below, and must not be expired. (itis the
= |responsibility of the provider to keep updated licensure information on file with the state by submitting a copy of the license
C |to provider enrollment each time it is renewed)
"E License # Issued: Expires:
S
o w» 7. CLIA
o "E License # Issued: Expires:
C o
o ¢ - -
e S 8. NPI prinout from the NPPES Website NPPES Website
2 32
n ) |9- SEN 661 (6-2010) Printed Name of Signing Managing Employee: SFN 661 (6-2010)
8 9a. Bank Letter/Voided Check Must match the Information provided on the SFN 661
=
5 Simolifi
o implified
@ |10.SFN 1168 (8-2020) Instructions based on
(a'es FAQs
10a. List of Managing Employees attached to Section lll (Page 2) with dates of birth and SSNs
10b. List of Board Members attached to Section lll (Page 2) with dates of birth and SSNs.
11. SFN 615 (6-2020) Printed Name of Signing Managing Employee: SFN 615 (6-2020)
12. SFN 308 (5-2005) Printed Name of Signing Managing Employee: SFN 308 (5-2005)
Proof of Insurance is not required for any application. If proof of insurance is submitted with an application, it will be deleted from the file. It remains the
provider’s responsibility to ensure that the necessary insurance is in place, but proof of insurance is not required to be submitted for any application.
PROVIDER TYPE 043-Basic Care
SPECIALTY 079-Basic Care Facility
TAXONOMY 311Z00000X
What is a Taxonomy? Click Here to find more information on Taxonomies
) Already Know your Taxonomy? Click here to find out which Provider Type & Specialty is assighed to your Taxonomy
"("U http://www.nd.gov/dhs/info/mmis/docs/mmis-group-provider-code-taxonomy.pdf
)]
a |Please coordinate with your billing department and any other applicable area to determine the correct
E enrollment effective date. The Department will not make changes to that date once the
<+ o |application is approved and any claims submitted with a date of service prior to the enrollment
C ;..G_J effective date will deny. A retroactive enrollment effective date is limited to no more than ninety (90)
8 L |days* prior to the date a complete application packet is received by the Department. If the date
O -lE requested is outside the 90 day timeframe, the enrollment effective date assigned will be 90 days
g o Urom the date the complete application packet was recejved
O
| -
(-
L

EI This application is associated with an emergency service. We are requesting the date of . Refer to the * above.

Requested Enrollment Effective Date

Printed Name of Person
Requesting the Effective Date
Date

Click Here to find more information on Effective Dates and Retro Effective Date Policies

Revision 8/17/2020 JW
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https://npiregistry.cms.hhs.gov/
https://npiregistry.cms.hhs.gov/
https://npiregistry.cms.hhs.gov/
https://npiregistry.cms.hhs.gov/
https://npiregistry.cms.hhs.gov/
https://npiregistry.cms.hhs.gov/
https://www.nd.gov/eforms/Doc/sfn00661.pdf
https://www.nd.gov/eforms/Doc/sfn00661.pdf
https://www.nd.gov/eforms/Doc/sfn01168.pdf
https://www.nd.gov/eforms/Doc/sfn01168.pdf
https://www.nd.gov/eforms/Doc/sfn01168.pdf
https://www.nd.gov/eforms/Doc/sfn01168.pdf
https://www.nd.gov/eforms/Doc/sfn01168.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/provider-enrollment-instructions-sfn1168.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/provider-enrollment-instructions-sfn1168.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/provider-enrollment-instructions-sfn1168.pdf
https://www.nd.gov/eforms/Doc/sfn00615.pdf
https://www.nd.gov/eforms/Doc/sfn00615.pdf
https://www.nd.gov/eforms/Doc/sfn00308.pdf
https://www.nd.gov/eforms/Doc/sfn00308.pdf
https://www.nd.gov/dhs/services/medicalserv/medicaid/docs/taxonomies-pe.pdf
https://www.nd.gov/dhs/services/medicalserv/medicaid/docs/taxonomies-pe.pdf
https://www.nd.gov/dhs/services/medicalserv/medicaid/docs/taxonomies-pe.pdf
https://www.nd.gov/dhs/services/medicalserv/medicaid/docs/taxonomies-pe.pdf
https://www.nd.gov/dhs/services/medicalserv/medicaid/docs/taxonomies-pe.pdf
https://www.nd.gov/dhs/services/medicalserv/medicaid/docs/taxonomies-pe.pdf
http://www.nd.gov/dhs/info/mmis/docs/mmis-group-provider-code-taxonomy.pdf
http://www.nd.gov/dhs/info/mmis/docs/mmis-group-provider-code-taxonomy.pdf
http://www.nd.gov/dhs/info/mmis/docs/mmis-group-provider-code-taxonomy.pdf
http://www.nd.gov/dhs/info/mmis/docs/mmis-group-provider-code-taxonomy.pdf
http://www.nd.gov/dhs/info/mmis/docs/mmis-group-provider-code-taxonomy.pdf
http://www.nd.gov/dhs/info/mmis/docs/mmis-group-provider-code-taxonomy.pdf
https://www.nd.gov/dhs/services/medicalserv/medicaid/docs/taxonomies-pe.pdf
http://www.nd.gov/dhs/info/mmis/docs/mmis-group-provider-code-taxonomy.pdf
http://www.nd.gov/dhs/info/mmis/docs/mmis-group-provider-code-taxonomy.pdf
https://npiregistry.cms.hhs.gov/
https://www.nd.gov/eforms/Doc/sfn01168.pdf

Group Application Checklist
Indian Health Services (047)

Have Questions?
Click Here for FAQs and More Resources

All 4 Sections and Fields are Required unless specifically marked as not required

Application Tracking #

Provider Name

C
O |Organizational NPI #
=
(q0]
- g Service Address
O
g ‘E Billing Address
O 20 |Mmailing Address
v .S
v ;..2" Facility Phone
o
c
D e
o ontact Person
Phone
Email
1. Do you have a 638 Contract? [IYes [INo
1a. If yes, please submit the portion of your contract which indicates the services you are contracted to provide.
2. Are you Enrolled in Medicare? ] NO CJ YES
Please Provide your Medicare ID:
Is your Medicare Record up to date? [JNO [0 YES
3. Are you Enrolled in Medicaid in another State? [0 NO [] YES
State Abbv: Please Provide your Other State Medicaid ID:
4. Are you enrolling any additional service locations not listed above at this time? [] YES [0 NO
If yes, please include a list with the addresses of all service locations being enrolled (must have the same
Provider Type, NPI, EIN, and billing address).
Please note: Service addresses located within North Dakota and bordering cities (within 50 miles of the ND border) cannot be enrolled
(-'\] 2 in the same record as out of state service locations. Out of state service locations will only be enrolled in an out of state record if
- O services have been provided at each location.
) 43
46 @ |5. Are you exempt from FEDERAL taxes? []YES [INO If Exempt from FEDERAL Taxes, submit your IRS issued Tax Exempt Letter.
Q =
» O 6. Do you have any Individuals or Businesses which have 5% or more interest in the enrolling group?
. - ] YES ] NO
(Interest may be direct or indirect)
7. How many Managing Employees (authorized to sign on behalf of the business) do you have?
If more than 3 Managing Employees, attach a list as part of Section Il of the SFN 1168 (page 2).
List must contain First Names, Last Names, Dates of Birth, and SSNs
8. Are you organized as a corporation, a non-profit corporation, or a government agency organized as a
y 4 P Y Y 4 gency org 0 YES ] NO

corporation?

8a. If Yes, how many Board Members do you have?
If more than 3 Board Members, attach a list as part of Section Ill of the SFN

1168 (page 2).
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The documents requested below must be returned to the Department in order to process your enroliment

*If this application is associated with an emergency service, the Department may consider a date more than 90 days prior to the date a
complete application packet is received. You must include a copy of the claim and medical records with your application documents.

EI This application is associated with an emergency service. We are requesting the date of . Refer to the * above.

Requested Enroliment Effective Date

Printed Name of Person
Requesting the Effective Date
Date

Click Here to find more information on Effective Dates and Retro Effective Date Policies

Revision 8/17/2020 JW

Please ensure you use the links provided to obtain the current versions of each form. . .
. . Helpful Links Submitted
Outdated versions of forms will not be accepted.
1. Coversheet for Fax/Email w
Fax/Email
2. Group Application Checklist
3. List of Service Locations (Required if you answered Yes to question 4 above)
4. W-9 (10-2018) Printed Name of Signing Managing Employee: W-9 (10-2018)
2 5. cp 575/147¢ (Not required if submitting a FEDERAL t t letter issued by the IRS dlimezie
8 . (Not required if submitting a ax exempt letter issued by the IRS) CP575/147C2
n'f; = |6. IRS Tax Exempt Letter (Required if you answered Yes to question 5 above) IRS Tax Exempt Letter
= 8 If Exempt from FEDERAL Taxes, submit your IRS issued Tax Exempt Letter. A State issued letter w
O N cannot be substituted. The letter must be issued by the IRS. Agencies
C ©
% 8 7. NPI prinout from the NPPES Website NPPES Website
=
O
g 8. SFN 661 (6-2010) Printed Name of Signing Managing Employee: SFN 661 (6-2010)
8a. Bank Letter/Voided Check Must match the Information provided on the SFN 661
Simplified
9. SFN 1168 (8-2020) Instructions based on
FAQs
9a. List of Managing Employees attached to Section Ill (Page 2) with dates of birth and SSNs
9b. List of Board Members attached to Section Il (Page 2) with dates of birth and SSNs.
10. SFN 615 (6-2020) Printed Name of Signing Managing Employee: SFN 615 (6-2020)
Proof of Insurance is not required for any application. If proof of insurance is submitted with an application, it will be deleted from the file. It remains the
provider’s responsibility to ensure that the necessary insurance is in place, but proof of insurance is not required to be submitted for any application.
PROVIDER TYPE 047-Indian Health Services
@ SPECIALTY
s [TAXoNOomY
O What is a Taxonomy? Click Here to find more information on Taxonomies
Q
> Already Know your Taxonomy? Click here to find out which Provider Type & Specialty is assigned to your Taxonomy
5 http://www.nd.gov/dhs/info/mmis/docs/mmis-group-provider-code-taxonomy.pdf
Q
Huj Please coordinate with your billing department and any other applicable area to determine the correct
. |enroliment effective date. The Department will not make changes to that date once the
<+ < |application is approved and any claims submitted with a date of service prior to the enrollment
O pp pp y p
C c effective date will deny. A retroactive enrollment effective date is limited to no more than ninety (90)
_8 — |days™ prior to the date a complete application packet is received by the Department. If the date
O 8 requested is outside the 90 day timeframe, the enrollment effective date assigned will be 90 days
g C |from the date the complete application packet was received
L
(%]
£
O
C
O
x
©
—
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https://www.nd.gov/eforms/Doc/sfn00661.pdf
https://www.nd.gov/eforms/Doc/sfn00661.pdf
https://www.nd.gov/eforms/Doc/sfn01168.pdf
https://www.nd.gov/eforms/Doc/sfn01168.pdf
https://www.nd.gov/eforms/Doc/sfn01168.pdf
https://www.nd.gov/eforms/Doc/sfn01168.pdf
https://www.nd.gov/eforms/Doc/sfn01168.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/provider-enrollment-instructions-sfn1168.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/provider-enrollment-instructions-sfn1168.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/provider-enrollment-instructions-sfn1168.pdf
https://www.nd.gov/eforms/Doc/sfn00615.pdf
https://www.nd.gov/eforms/Doc/sfn00615.pdf
https://www.nd.gov/dhs/services/medicalserv/medicaid/docs/taxonomies-pe.pdf
https://www.nd.gov/dhs/services/medicalserv/medicaid/docs/taxonomies-pe.pdf
https://www.nd.gov/dhs/services/medicalserv/medicaid/docs/taxonomies-pe.pdf
https://www.nd.gov/dhs/services/medicalserv/medicaid/docs/taxonomies-pe.pdf
https://www.nd.gov/dhs/services/medicalserv/medicaid/docs/taxonomies-pe.pdf
https://www.nd.gov/dhs/services/medicalserv/medicaid/docs/taxonomies-pe.pdf
http://www.nd.gov/dhs/info/mmis/docs/mmis-group-provider-code-taxonomy.pdf
http://www.nd.gov/dhs/info/mmis/docs/mmis-group-provider-code-taxonomy.pdf
http://www.nd.gov/dhs/info/mmis/docs/mmis-group-provider-code-taxonomy.pdf
http://www.nd.gov/dhs/info/mmis/docs/mmis-group-provider-code-taxonomy.pdf
http://www.nd.gov/dhs/info/mmis/docs/mmis-group-provider-code-taxonomy.pdf
http://www.nd.gov/dhs/info/mmis/docs/mmis-group-provider-code-taxonomy.pdf
https://www.nd.gov/dhs/services/medicalserv/medicaid/docs/taxonomies-pe.pdf
http://www.nd.gov/dhs/info/mmis/docs/mmis-group-provider-code-taxonomy.pdf
http://www.nd.gov/dhs/info/mmis/docs/mmis-group-provider-code-taxonomy.pdf
https://npiregistry.cms.hhs.gov/
https://www.nd.gov/eforms/Doc/sfn01168.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/fax-or-email-coversheet.pdf

ND Medicaid

REHABILITATIVE SERVICES

Rehabilitative services are designed to provide a group of needed mental health
services to Medicaid members in order to restore them to their highest possible
functioning level for maximum reduction of physical or mental disability. Rehabilitative
services are limited to individuals in families that are in crisis with risk of major
disruption, to individuals who are at risk of entering or reentering a mental health or
hospital facility, services provided to individuals who have discharged from inpatient
psychiatric treatment and services provided by Human Service Center (HSC) staff, that
are not otherwise other licensed practitioners, in settings outside the HSC.

COVERED SERVICES
Rehabilitative services include behavioral intervention services that consist of
developing and implementing a regimen that will reduce, modify or eliminate
undesirable behaviors and/or introducing new methods to induce alternative positive
behaviors and management including improving life skills. Specific services are outlined

in the table below.

Service Name

Definition of Services

Who Provides

environment to assess identified behavioral excesses
or deficits. This service involves operationally defining
a behavior, identifying environmental, antecedent and
consequent events, and making a hypothesis
regarding the likely function or purpose of the
behavior as well as formulation of therapeutic
recommendations/intervention regimen.

Screening, This service includes the brief assessment of an Licensed Baccalaureate
Triage, and individual's need for services to determine whether Social Worker (LBSW),
Referral there are sufficient indications of behavioral health Licensed Master Social
Leading to issues to warrant further evaluation. This service also | Worker (LMSW),
Assessment includes the initial gathering of information to identify | Licensed Exempt

the urgency of need. This information must be Psychologist, Licensed

collected through a face-to-face interview with the Professional Counselor

individual and may also include a telephonic interview | (LPC), Behavior

with the family/guardian as necessary. This service Modification Specialist

includes the process of obtaining cursory historical,

social, functional, psychiatric, developmental, or other

information from the individual and/or family seeking

services in order to determine whether or not a

behavioral health issue is likely to exist and the

urgency of the need. Services are available 24 hours

per day, seven days per week. This service also

includes the provision of appropriate triage and

referrals to needed services based on the individual’s

presentation and preferences as identified in the

screening process.
Behavioral Interview with the individual, family, staff or other Licensed Exempt
Assessment caregivers, and observation of the individual in the Psychologist, Licensed

Master Social Worker
(LMSW), Licensed
Professional Counselor
(LPC)
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ND Medicaid

Service Name

Definition of Services

Who Provides

The assessment may be conducted over a period of
a few days, depending on the individual's needs and
what is being assessed. The assessment should only
be billed after it has been completed. This service is
limited to two per calendar year. If additional services
are medically necessary, the provider may request
and receive service authorization from ND Medicaid.

Crisis Intervention

Emergency behavioral health therapeutic intervention
intended to assist in a crisis situation. Crisis
situations may be defined as an individual’s
perception or experience of an event or situation that
exceeds the individual’s current resources or coping
mechanisms. Crisis intervention seeks to stabilize
the individual’s mental state and prevent immediate
harm to the individual or others in contact with that
individual.

Providers rendering crisis intervention services must
be available 24 hours per day, 7 days per week, in
the event that the individual needs further follow up
services.

Licensed Baccalaureate
Social Worker (LBSW),
Licensed Master Social
Worker (LMSW),
Licensed Professional
Counselor (LPC),
Behavior Modification
Specialist

Nursing
Assessment and
Evaluation

This service requires face-to-face contact with the

individual to monitor, evaluate, assess, and/or carry

out an order from a licensed practitioner within their
scope of practice. This service must be inclusive of all
of the following items:

1. Assessment to observe, monitor, and care for the
physical, nutritional and psychological issues,
problems or crises manifested in the course of an
individual’s treatment;

2. Assessing and monitoring the individual's
response to medication(s) to determine the need
to continue medication and/or to determine the
need to refer the individual for a medication;

3. Assessing and monitoring the individual’s medical
and other health issues that are either directly
related to the mental health disorder, or to the
treatment of the disorder; and

4. Consulting with the individual's family and
significant other(s) about medical, nutritional and
other health issues related to the individual's
mental health disorder.

Registered Nurse (RN)

Behavioral Health
Counseling and
Therapy

Behavioral health counseling and therapy provides
individual or group counseling by a clinician for
children in foster care receiving services through a
residential child care facility or in a therapeutic foster
care home. Clinicians must be employed by or
contracted through the residential child care facility or
the therapeutic foster care agency.

This service is limited to one hour per child per day of
individual counseling and one hour per child per day
of group counseling and must be within each
practitioner’s scope of practice in accordance with
licensure and certification. If additional services are
medically necessary, the provider may request
service authorization from ND Medicaid.

Licensed Addiction
Counselor (LAC),
Licensed Baccalaureate
Social Worker (LBSW),
Licensed Master Social
Worker (LMSW),
Licensed Associate
Professional Counselor
(LAPC), Licensed
Professional Counselor
(LPC)
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Service Name

Definition of Services

Who Provides

Individual
Counseling

Individual counseling is a process through which an
individual works one-on-one with a trained therapist
in a safe, caring, and confidential environment to
explore their feelings, beliefs, or behaviors, work
through challenging or influential memories, identify
aspects of their lives that they would like to change,
better understand themselves and others, set
personal goals, and work toward desired change.

Licensed Master Social
Worker (LMSW),
Licensed Associate
Professional Counselor
(LAPC), Licensed
Professional Counselor
(LPC)

Intensive in-home
for Children

This service provides families, who are at risk of one
or more children being placed in out-of-home care,
with intensive in-home crisis intervention and family
education. The service must be directed to the
Medicaid-eligible child through work with families in
their own homes. Providers are on call 24 hours a
day, seven days a week. Services are time-limited
and providers carry a limited caseload.

A child is at risk if the referring agency documents the
child is at risk of out-of-home placement and one or
more of the following criteria is present:

e Court determination for need of placement;

e Temporary custody transferred from parents
with reunification as the plan;

e History of significant law violation, physical or
sexual abuse and/or neglect, incorrigibility,
delinquency, substance abuse, severe
mental health issues, etc.;

e Areferral from the child and family team
process;

e Prior placement of any child from within the
family unit;

e Prior placement history of child identified in
the referral;

e Prevent adoption disruption;

e Child protection assessment resulting in a
“Services Required”; and/or

e Earlier intervention before court order
involvement to prevent placement outside the
home.

Situations not covered above will be reviewed by ND
Medicaid per a recommendation and proposed care
plan from Intensive In-Home Service provider and the
referring agency.

This service must take place in the home where the
child resides. Parents/guardians must be physically
present while the service is being delivered.

The length of service is brief, solution-focused and
outcome-based. The average length of service is
usually two to six months. Services provided beyond
six months will require thorough documentation in the
child’s plan of care and are subject to audit.

Licensed Baccalaureate
Social Worker (LBSW),
Licensed Master Social
Worker (LMSW),
Licensed Associate
Professional Counselor
(LAPC), Licensed
Professional Counselor
(LPC)

Skills
Restoration

Time limited skills restoration provides an individual
with needed and desired skills such as daily

Licensed Master Social
Worker (LMSW),
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Service Name

Definition of Services

Who Provides

living/independent living skills to improve their
functional impairments affected by the individual’s
behavioral health diagnoses and symptoms to meet
rehabilitation goals. Skills restorations is a
systematic series of instructional activities, which
include a mixture of education, confirmation and
demonstration of learned skills and capacity for
observed learning over time to ensure lasting results
that translate to the living environment.
e Functional impairment must be severe enough to
meet medical necessity.
o Example skill areas affected by behavioral health
diagnoses and symptoms:
o Behavioral health illness symptom

Personal hygeine grooming;

Bathing and dressing;

Toilet hygeine;

Self-management of taking medications.

management;
o Harm reduction techniques;
o  Coping skills;
o  Decision and problem solving;
o Self-awareness;
o  Emtional regulation skills;
o  Communication skills;
o Household management;
o  Budgeting skills;
o Learning skills for financial self-support;
o Housing stability and maintenance skills;
o Meal prep and cooking skills;
o  Laundry;
o  Self-care;
@]
@]
@]
@]

Skills restoration technique and interventions used
should be evidence based practice.

Individuals must score at “moderate” or above
according to the WHODAS 2.0.

Skills restoration is considered an individual service
and if provided in a group setting, must be billed with
the appropriate modifiers.

Licensed Professional
Counselor (LPC),
Behavior Modification
Specialist, Registered
Nurse (RN)

Behavioral
Intervention

A service to identify responsive actions by an
individual to stimuli and to develop and facilitate the
implementation of an intervention regimen that will
reduce, modify, or eliminate undesirable responses.
This intervention is a comprehensive rehabilitative
service that braids developing daily living skills,
interpersonal skills, and behavior management skills
into a defined individualized strategy to enable an
individual to manage symptoms and regain lost
functioning due to mental illness, substance abuse,
and/or co-occurring disorders.

This service includes the assessment of the individual
and the development a Behavioral Intervention Plan.
The plan is to be reviewed and modified as needed to

Licensed Exempt
Psychologist, Behavior
Modification Specialist
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Service Name

Definition of Services

Who Provides

ensure the individual receives appropriate
interventions.

Forensic Interview

A single interview session performed by an
accredited children’s advocacy center. The single
interview session must be recorded and is designed
to elicit a child’s unique information when there are
concerns of possible abuse.

Licensed Baccalaureate
Social Worker (LBSW),
Licensed Master Social
Worker (LMSW),
Licensed Associate
Professional Counselor
(LAPC), Licensed
Professional Counselor
(LPC)

Skills Integration

A service designed to support an individual in the
community in their efforts to apply and integrate those
life skills that have been learned in their therapy
programs. The individual typically requires support
for cueing/modeling of appropriate behavioral and life
skills in order to maximize their skillls and prevent
need for higher levels of care.

For example, behavior management assistance helps
an individual to stabilize, reduce, or eliminate
undesirable behaviors which put them at risk of being
served in restrictive settings. Role modeling helps an
individual learn and observe appropriate behavioral
and emotional responses to various situations which
can trigger their medical symptoms.

The service reduces disability and restores an
individual to previous functional levels by assisting
the individual in ongoing utilization and application of
learned skills in normalized living situations. This
strengthens the skill development that has occurred,
and promotes skill integration in various life roles.

Services are limited to four hours per day and must
be within each practitioner’s scope of practice in
accordance with licensure and certification. If
additional services are medically necessary, the
provider may request service authorization from the
North Dakota Medicaid Program.

Skills integration is considered an individual service
and if provided in a group setting, must be billed with
the appropriate modifiers.

Mental Health
Technician, Licensed
Baccalaureate Social
Worker (LBSW),
Licensed Master Social
Worker (LMSW),
Licensed Associate
Professional Counselor
(LAPC), Licensed
Professional Counselor
(LPC), Behavior
Modification Specialist

Substance
Use Disorder
Treatment

Substance Use Disorder Treatment means
ambulatory services provided to an individual with an
impairment resulting from a substance use disorder
which are provided by a multidisciplinary team of
health care professionals and are designed to
stabilize the health of the individual. Services for
treatment of substance use disorder may be hospital-
based or non-hospital-based.

Limitations:

1. Coverage for American Society of Addiction
Medicine 2.1 services is limited to thirty days per
calendar year per individual.

Licensed addiction
counselors and licensed
addiction programs may
enroll as Medicaid
providers for American
Society of Addiction
Medicine levels of care
1, 2.1, 2.5, 3.1 and 3.5,
as prescribed in North
Dakota Administrative
Code chapter 75-09.1.

123




ND Medicaid

Service Name Definition of Services Who Provides

2. Coverage for American Society of Addiction
Medicine 2.5 services is limited to forty-five days
per calendar year per individual.

3. Coverage for American Society of Addiction
Medicine 3.5 services is limited to forty-five days
per calendar year per individual.

4. The North Dakota Medicaid Program may
authorize additional days if determined to be
medically necessary.

Licensed addiction counselors, operating within their
scope of practice, performing American Society of
Addiction Medicine 1, and practicing within a
recognized Indian reservation in North Dakota, are
not required to have licensure prescribed in North
Dakota Administrative Code chapter 75-09.1 for
Medicaid American Society of Addiction Medicine 1
billed services provided within a recognized Indian
reservation in North Dakota.

Licensed addiction counselors include licensed
clinical addiction counselors, licensed master
addiction counselors and practitioners possessing a
similar license in a border state and operating within
their scope of practice in that state. Licensed
addiction programs operating in a border state must
provide documentation to the North Dakota Medicaid
Program of their state’s approval for the operation of
the addiction program.

Services rendered must be within the enrolled practitioner’s scope of practice. Providers
enrolled to render rehabilitative services are not allowed to bill service codes outside of
those noted above. Providers interested in seeking the ND Medicaid’s approval for
additional codes must submit the following form
http://www.nd.gov/eforms/Doc/sfn00905. pdf

Medicaid-eligible children under EPSDT are able to receive these and all other
medically necessary services.

Rehabilitative services must be provided to, or directed exclusively toward, the
treatment of the Medicaid member.

There is no duplication of billed services.

Rehabilitative services do not include:
e Room and board;
e Services provided to residents of institutions for mental disease;
e Services that are covered elsewhere in the State Medicaid plan;
e Educational, vocational and job training services;
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Recreational and social activities;

Habilitation services; or

Services provided to inmates of public institutions;

Services rendered in schools as part of a child’s Individualized Education Program.

MEMBER ELIGIBILITY FOR SERVICES
The following requirements must be met before rehabilitative services can be provided
through the Medicaid program:

The member must be eligible for the Medicaid program.
Other than Screening, Triage, and Referral Leading to Assessment, Behavioral
Assessment, Crisis Intervention and Forensic Interview, the service must be
recommended by a practitioner of the healing arts within the scope of their practice
under state law.
The member must need mental health or behavioral intervention services that are
provided by qualified entities.
The member must have a mental health disorder, and must:
o Be atrisk of entering or reentering a mental health facility or hospital and
demonstrate a score of moderate or above based on the WHODAS 2.0; or
o Be from a household that is in crisis and at risk of major dysfunction that
could lead to disruption of the current family makeup; or
o Be in family that has experienced dysfunction that has resulted in disruption
of the family.

PLAN OF CARE

Each member should have a primary point of contact at the entity. The primary point of
contact should be delineated and easily identifiable in the member’s plan of care. The
minimum contents for the plan of care are:

e Name

e Age

e Family composition

e Current residency

e Education level or current educational setting

e Work status/employment

¢ Placement history (including facility, admission and discharge date)
e Narrative history or background of member

e Presenting concerns

e Diagnosis (if applicable-all Axes)

e Behavioral patterns

e Names of Practitioners that are providing care/services to the member
e Legal responsible party

e Treatment goals/primary plan of action
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e Summary of progress/goals

¢ Medical needs (if available)

e Current health status (if available)

e Maedication list (if available)

e Immunization record (if available)

e Recent medical appointments (if available)

PROVIDER QUALIFICATIONS

Individual practitioners must meet the qualifications in the Provider Qualifications table
and must be employed by an entity that has a provider agreement with ND Medicaid.
The practitioner is responsible for ensuring services can be provided within their scope
of practice and is responsible for maintaining the individual qualifications outlined in the

table below.

Position
Licensure/ requires Position
Certification Education/ Supervision Supervises
Provider Types Authority Degree Required Y/N others Y/N
Licensed Addiction | Requires licensure Supervision Supervision
Counselor, Clinical | as an Addiction requirements requirements
Addiction Counselor, Clinical dictated by ND dictated by ND
Counselor, or Addiction Board of Board of
Master Addiction Counselor, or Addiction Addiction
Counselor (only for | Master Addiction Counseling Counseling
Behavioral Health Counselor by the Examiners. Examiners.
Counseling and ND Board of
Therapy) Addiction
Counseling
Examiners.
Licensed Exempt Eligibility for _Yes-su_perV|S|on No
Psychologist licensure IS provided by a
exemptions as gl(i:r?igz(lad
ﬁl%teér:;?g%fb y the Psychologist
Psychologist
Examiners.
Behavior Master’'s degree in Supervised by No
Modification psychology, social Licensed
Specialist work, counseling, Clinical
education, child Psychologist, or
development and a clinician in
family science or one of the
communication identified
disorders. Or a eligible
bachelors’ degree professions in
in one of the above | the preceding
fields and two years | column with at
of work experience | least two years’
in the respective experience.
discipline.

126




ND Medicaid

Position
Licensure/ requires Position
Certification Education/ Supervision Supervises
Provider Types Authority Degree Required Y/N others Y/N

Licensed Licensure as LBSW The LBSW is No

Baccalaureate by the ND Board of supervised by

Social Worker Social Work an LCSW,

enrolled prior to Examiners. LMSW or

November 1, 2018. LPCC.

After November 1,

2018, only enrolled

to provide

Behavioral Health

Counseling and

Therapy and Skills

Integration.

Licensed Master Licensure as No Yes. May

Social Worker LMSW by ND supervise
Board of Social LBSW.
Work Examiners.

Registered Nurse Licensure as a No Yes. The RN
Registered Nurse may supervise
by the ND Board of Mental Health
Nursing. Technicians.

Licensed Licensure as LPC No May supervise

Professional by the North less

Counselor Dakota Board of experienced
Counselor LPCs.
Examiners.

Licensed Associate Licensure as LAPC No No

Professional by the ND Board of

Counselor, if Couns_elor

" Examiners.

enrolled prior to

November 1, 2018.

After November 1,

2018, will only

enroll to provide

Forensic Interview,

Behavioral Health

Counseling and

Therapy and

Intensive In-Home

for Children.

Mental Certification as a Requires a high Requires No

Health Mental Health school degree or supervision by

Technicians Technician. general equivalency | a licensed

diploma (GED). practitioner
within their
scope of
practice.
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Mental Health Rehab Questionnaire

In order to enroll you as a provider, please answer the following questions. This will
allow us to make a determination about whether we can enroll you as a ND Medicaid
provider and also determine what type of provider you may be.

1 What are the services being delivered and their scope of coverage?

2 Where will the services be delivered?

3 Who is the target population you would be delivering services to?

4 What is the level of care criteria to receive the services?

5 What types of practitioners are you considering have deliver the service?

6 What are the licensing requirements of the practitioners you are considering to
deliver the service?

7 Please provide a brief description of the program.

If you should need more room to answer the questions, please use another piece of
paper and attach it. Once the questions are complete, please fax to the attention of
Rhonda at 701-328-4030.

Thank you.



Medical Services
(701) 328-7068

north dakota Toll Free 1-800-755-2604

Fax (701) 328-1544
department of ND Relay TTY 1-800-366-6888
human services Provider Relations (701) 328-7098

Doug Burgum, Governor
Christopher Jones, Executive Director

October 5, 2018

TO: Behavioral Health Division — Department of Human Services
Board of Addiction Counseling Examiners
Currently Enrolled Medicaid Providers: Groups That Employ Licensed Addiction
Counselors, Partial Hospitalization Programs, and Rehabilitative Services Providers

Dear Medicaid Stakeholders:
RE: North Dakota Coverage of Medicaid Addiction Treatment Services

Over the past year, the Medical Services Division has been working to update the North Dakota
Medicaid State plan to remove the complexity for providers when enrolling and rendering
Medicaid-covered addiction treatment services and other behavioral health services. During
this work, the Division became aware that the ND Board of Addiction Counseling Examiners was
updating ND Administrative Code, so we also wanted to ensure the updates are consistent with
the updates to ND Administrative Code.

Addiction services have been a ND Medicaid covered service for quite a few years; however,
the coverage and enrollment was complex due to the construct of the Medicaid Rehabilitative
Services section of the State Plan. To remove barriers related to this complexity, we are
removing addiction services from the Rehabilitative Services section and creating a new section,
under Other Licensed Practitioners. This change will streamline how licensed addiction
counselors (LACs) and licensed addiction treatment programs enroll with ND Medicaid. The
changes are effective for dates of service on or after November 1, 2018.

Of particular note, licensed addiction treatment programs will no longer need to be “under the
direction of a physician” nor will there be Medicaid-specific requirements for the number of
disciplines involved. Programs will need to be licensed under NDAC chapter 75-09.1 and will be
expected to operate under the provisions of the license(s).

Medicaid payment will be available for addiction services provided for American Society of
Addiction Medicine (ASAM) levels 1, 2.1, 2.5, 3.1 and 3.5; however, Medicaid payment is only

600 East Boulevard Ave Dept 325 — Bismarck ND 58505-0250
www.nd.gov/dhs



available for the “services” provided at ASAM levels 3.1 or 3.5 and is not available for the room
and board components.

Provider Enrollment
The rendering or attending provider will need to be the licensed practitioner who is charge of
the care plan and the rendering or attending provider must be enrolled with ND Medicaid.

LACs and licensed programs billing ASAM level 1 must enroll the LACs rendering services.
LAC Taxonomy 101YA0400X

Programs licensed and billing ASAM levels 2.1, 2.5, 3.1 and 3.5 will NOT be required to enroll all
members of the multi-disciplinary team, only the licensed program (group) and the attending
provider will need to enroll.

Group Taxonomy 261QR0405X
Group Provider Type 26

When enrolling in ND Medicaid, licensed programs must submit the program’s ASAM license
with the enrollment/application packet.

LACs who are employed by a Residential Child Care Facilities (RCCF) and providing services only
to children residing at an RCCF do not need to change anything with their enrollment.

For LACs and licensed ASAM programs that are currently enrolled as ND Medicaid rehabilitation
providers, the Medical Services Division will adjust your provider specialty to fall under the
addiction services coverage. Programs must submit their current ASAM license.

For LACs and licensed ASAM program that are not currently enrolled, to complete ND Medicaid
enrollment, please go to http://www.nd.gov/dhs/info/mmis/materials.html.

Individual licensed practitioners must have a National Provider Identifier (NPI) before they can
enroll as a Medicaid provider. Practitioners can register for an NPl online at
https://nppes.cms.hhs.gov/#/.

Questions about enrollment can be submitted to dhsenrollment@nd.gov.

Billing

LACs billing independently and billing ASAM Level 1 will need to bill on a CMS 1500 or
electronically via an 837P claim transaction. The appropriate rendering provider’s NPl and
Taxonomy must be reported in box 24J) of the CMS 1500 or the electronic equivalent of the
837P transaction. Rendering provider must be affiliated with the billing provider.


http://www.nd.gov/dhs/info/mmis/materials.html
https://nppes.cms.hhs.gov/#/
mailto:dhsenrollment@nd.gov

To affiliate an enrolled provider, submit State Form Number (SFN) 1330 - Request to Add an
Affiliation found at https://www.nd.gov/eforms/Doc/sfn01330.pdf.

Enrolled programs providing ASAM Levels 2.1, 2.5, 3.1 and 3.5 will need to bill on CMS 1450 (UB
04) or electronically via an 837! claim transaction. The appropriate attending provider’s name
and NPI must be reported in box 76 of the CMS 1450 (UB-04) of the electronic equivalent of the
837l transaction.

Existing Service Authorizations

Existing service authorizations will be end-dated as of October 31, 2018. Providers will need to
submit new service authorization requests, effective for dates of service on or after November
1, 2018.

Fee Schedule

The Medical Services Division is finalizing the fee schedule and will post the fee schedule once it
is finalized at
http://www.nd.gov/dhs/services/medicalserv/medicaid/provider-fee-schedules.html.

Institution for Mental Disease (IMD)

Medicaid regulations prohibit Medicaid payment for services for individuals in an Institution for
Mental Disease (IMD). Per 42 CFR 435.1010, an Institution for mental diseases means a
hospital, nursing facility, or other institution of more than 16 beds that is primarily engaged in
providing diagnosis, treatment or care of persons with mental diseases, including medical
attention, nursing care and related services.

Residential programs of more than 16 beds are not eligible for Medicaid funding for services.

Please disseminate this information to all licensed programs and individuals. If there are
guestions, please contact Krista Fremming at krfremming@nd.gov or 701-328-2342 me at
manderson@nd.gov or 701-328-1603.

Sincerely,

Masge B Andavegn

Maggie D. Anderson, Director
Medical Services Division


https://www.nd.gov/eforms/Doc/sfn01330.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/provider-fee-schedules.html
https://www.law.cornell.edu/definitions/index.php?width=840&height=800&iframe=true&def_id=a305beb7cd53a9674c95afe2cdb0e3a1&term_occur=1&term_src=Title:42:Chapter:IV:Subchapter:C:Part:435:Subpart:K:Subjgrp:73:435.1010
https://www.law.cornell.edu/definitions/index.php?width=840&height=800&iframe=true&def_id=fb939990e92b04d6bbb15c07d3d12d87&term_occur=7&term_src=Title:42:Chapter:IV:Subchapter:C:Part:435:Subpart:K:Subjgrp:73:435.1010
mailto:krfremming@nd.gov
mailto:manderson@nd.gov

GROUP PROVIDER ATTESTATION FOR CHILD WELFARE
TARGETED CASE MANAGEMENT SERVICES

Provider Name (printed) NPI

Please note that you have requested enrolling as a Case Management provider, however,
Medical Services needs confirmation that you have the appropriate training or background as
required by the Medical Services Division policies or Medicaid State Plan requirements.

This group provider has met all the following requirements:

(CHECK ALL THAT APPLY):

1.

2.

| attest that this provider met the above requirements on

Has in place a training process that will ensure that staff have adequate knowledge relating to
children involved in unsafe, crisis, and/or unstable situations.

Has the ability to be available 24 hours, 7 days a week to eligible clients who are in need of
emergency case management services.

All Supervisors of case management staff have a minimum of a bachelor’'s degree in social work,
psychology, sociology, counseling, human development, elementary education, early childhood
education, special education, child development and family science, human resource management
(human service track), or criminal justice.

All Supervisors of case management staff have successfully completed the Department of Human
Services approved Wraparound Certification training, or are in “Provisionally Certified” status of
successfully completing Wraparound Certification training within twelve months of beginning to provide
case management.

All Supervisors of case management staff shall maintain Wraparound Certification status through
attending a Department of Human Services approved Wraparound Recertification training at least once
every two years.

(Month/Day/Year).
Provider Facility/Organization Name
Street Address
City, State, Zip Code

Signature of Authorized Representative Date

Printed Name of Authorized Representative

Please sign and return by Email to dhsenroliment@nd.gov or by fax to 701-328-4030, Attention:
Provider Enrollment

Revision Date 9/6/2019 JS
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GROUP PROVIDER ATTESTATION FOR LONG
TERM CARE TARGETED CASE MANAGEMENT
SERVICES

Provider Name (printed) NPI

Please note that you have requested enrolling as a Case Management provider; however,
Medical Services needs confirmation that you have the appropriate training or background as
required by the Medical Services Division policies or Medicaid State Plan requirements.

This group provider has met the following requirement:

1. Has sufficient knowledge and experience relating to the availability of alternative long term care
services for elderly and disabled persons.

| attest that this provider met the above requirement on

(Month/Day/Year).
Provider Facility/Organization Name
Street Address
City, State, Zip Code

Signature of Authorized Representative Date

Printed Name of Authorized Representative

Please sign and return by Email to dhsenrollment@nd.gov or by fax to 701-328-4030, Attention:
Provider Enroliment

Revision Date 9/6/2019
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GROUP PROVIDER ATTESTATION FOR TARGETED CASE
MANAGEMENT SERVICES FOR HIGH RISK PREGNANT
WOMEN AND INFANTS

Provider Name (printed) NPI

Please note that you have requested enrolling as a Case Management provider; however,
Medical Services needs confirmation that you have the appropriate training or background as
required by the Medical Services Division policies or Medicaid State Plan requirements.

This group has met all the following requirements:

(CHECK ALL THAT APPLY):

1.
2.

| attest that this provider met the above requirements on

This Has at least six months experience in delivering services in a community or home setting.

Has the ability to coordinate prenatal care services for clients, develop relationships with health
care and other area agencies in the particular geographical area served, experience in assessing the
needs of pregnant women and developing case management plans based on the needs of clients and
the ability to evaluate an at risk pregnant woman’s progress in obtaining appropriate medical care and
other needed services.

All case management staff supervisors have a minimum of a degree in social work, nursing,
education, and have at least three years experience in service delivery and supervision.

Has in place a training process that will ensure that staff have adequate knowledge relating to
high-risk pregnancy, parenting and other important issues.

Has the ability to provide 24 hour, 7 day a week crisis services to eligible clients who are in
need of emergency case management services.

Has at least one practitioner who possesses the appropriate training or background as required
by the Targeted Case Management State Plan.

(Month/Day/Year).
Provider Facility/Organization Name
Street Address
City, State, Zip Code

Signature of Authorized Representative Date

Printed Name of Authorized Representative

Please sign and return by Email to dhsenroliment@nd.gov or by fax to 701-328-4030, Attention:
Provider Enrollment

Revision Date 9/6/2019 JS
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GROUP PROVIDER ATTESTATION FOR TARGETED CASE
MANAGEMENT SERVICES FOR HIGH RISK PREGNANT
NATIVE AMERICAN WOMEN AND INFANTS

Provider Name (printed) NPI

Please note that you have requested enrolling as a Case Management provider, however,
Medical Services needs confirmation that you have the appropriate training or background as
required by the Medical Services Division policies or Medicaid State Plan requirements.

This group has met all the following requirements:

(CHECK ALL THAT APPLY):

1. Has appropriate staff and programs to meet the cultural needs of Native American at risk pregnant women.

2. Possesses the necessary cultural sensitivity and background knowledge that is specific to the particular
geographic area proposed by the provider.

3. Has at least six months experience in delivering services in a community or home setting to high risk
pregnant women.

4, Has the ability to coordinate prenatal care services for clients, develop relationships with health care and
other area agencies in the particular geographical area served, experience in assessing the needs of pregnant
women and developing case management plans based on the needs of clients and the ability to evaluate an at
risk pregnant woman'’s progress in obtaining appropriate medical care and other needed services.

5. All case management staff supervisors have a minimum of a bachelor’s degree in social work, nursing,
education, and have at least three years experience in service delivery and supervision.

6. Has in place a training process that will ensure that staff have adequate knowledge relating to high-risk
pregnancy, parenting, and other important issues.

7. Has the ability to provide 24 hour, 7 day a week crisis services to eligible clients who are in need of

| attest that this provider met the above requirements on

emergency case management services.

(Month/Day/Year).
Provider Facility/Organization Name
Street Address
City, State, Zip Code

Signature of Authorized Representative Date

Printed Name of Authorized Representative

Please sign and return by Email to dhsenrollment@nd.gov or by fax to 701-328-4030, Attention:
Provider Enrollment

Revision Date 9/6/2019
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GROUP PROVIDER ATTESTATION

TARGETED CASE MANAGEMENT SERVICES

SERIOUS MENTAL ILLNESS (SMI) OR SERIOUS EMOTIONAL
DISTURBANCE (SED)

Provider Name (printed) NPI

Please note that you have requested enrolling as a Case Management provider; however,
Medical Services needs confirmation that you have the appropriate training or background as
required by the Medical Services Division policies or Medicaid State Plan requirements.

This group provider has met all the following requirements:

(CHECK ALL THAT APPLY):

1. Has the ability to be available 24 hours, 7 days a week to individuals who are in need of
emergency case management services.

2. All Supervisors of case management staff have a minimum of a bachelor’s degree in social work,
psychology, nursing, sociology, counseling, human development, special education, child development
and family science, human resource management (human service track), criminal justice, occupational
therapy, communication science/disorders, or vocational rehabilitation.

3. All Individuals providing targeted case management have reviewed the competencies or
standards of practice in one of the following:

a. The Substance Abuse and Mental Health Services Administration (SAMHSA) Core
Competencies for Integrated Behavioral Health and Primary Care;

OR
b. The Case Management Society of America standards of practice.
4. All Individuals providing case management have general knowledge, training and/or experience
working with individuals with SMI and/or SED.
5. All Individuals providing case management who are not employed by a tribe or tribal organization

will have either a Bachelor’'s Degree in one of the allowed fields and two years of experience working
with special population groups in a direct care setting; OR will have a Master’s Degree in one of the
allowed fields.

| attest that this provider met the above requirements on (Month/Day/Year).

Provider Facility/Organization Name
Street Address
City, State, Zip Code

Signature of Authorized Representative Date

Printed Name of Authorized Representative

Please sign and return by Email to dhsenroliment@nd.gov or by fax to 701-328-4030
Revision Date 4/20/2020 JAS
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FAQs and Links

What is North Dakota Medicaid's Application Process?

Process for Individual Applications Process for Group Applications

| am a Sole Proprietor, Would | complete an Individual or Group Application? Link
It depends on how you want to enroll with ND Medicaid. Click Here for more details.

I need to bill both Institutional and Professional Fees, Do | need two enroliments?

If you are a Hospital, Rural Health Clinic, Ambulatory Surgical Center, or FQHC billing for
Chiropractors/Optometrists/Podiatrists - Yes. These groups must bill Institutional fees through
a Hospital record and professional fees through an Ambulatory Health Care Record (using either
the taxonomy 193400000X or 193200000X).

Which Checklist should | use?

Select the checklist which matches the services you are providing. If unsure of which service
applies, identify which taxonomy your group will be billing for its services (cannot be an
individual's taxonomy) and choose the checklist which has that taxonomy. If you are billing
services under a specific program offered by North Dakota Medicaid, you may need to use the
taxonomy deisgnated for that service.

What Documents are Actually Required?

All documents listed on the application checklist are required. If a document is not required for
all providers, it is noted specifically as not required next to the document name in the checklist.
Additionally, all fields in all Sections on the checklist must be completed.

What is an Application Tracking Number (ATN)?

An Application Tracking Number (or "ATN" for short) is the 6 digit number assigned by the
system once the online portion of the application is submitted in the Web Portal. The ATN may
be assigned by the system after clicking save in the application, even before it is submitted. The
ATN assigned to your application will show on the top left of each page of the online application
when you click "Save" at the bottom of the screen.

What is an NPI?

Click Here to find more information about NPIs.

What is a Medicaid ID?

The North Dakota Medicaid ID is a unique identifier the system assigns to each application once
it reaches the "Approved Status". It is 7 digits and replaces your Application Tracking Number.
Once assigned a 7 digit Medicaid ID, please include the ID in every correspondence with the
Department regarding that record.

Please Note: If you were enrolled in our old system (prior to 2013 - often called "Legacy”,
please do not use your previous Medicaid ID. The Legacy numbers had place holding zeros and
4-5 numbers at the end. Legacy numbers have been replaced by the new 7 digit numbers as
your Medicaid ID. Use of the Legacy numbers on documents may delay your update requests.




I am a Government Agency and do not have my Federal Tax Exempt Letter. How can | obtain it?
Click Here for instructions on how to obtain a Federal Tax Exempt Letter from the IRS for
Government Agencies.

Why do | need to indicate the attending practitioner for this application?

Practitioners who are on Institutional claims are required to be enrolled, but not affiliated in the
system with their billing group. This information is required in order for the Department to
identify which practitioner is being billed on the claims, and ensure the practitioner is either
already enrolled or their application has been submitted. Additionally, if an issue arises with the
practitioner's record after enroliment, the Department needs to know which billing group needs
to receive communication of the issue to reach a resolution.

How do | complete the SFN 1168?

Click Here for Instructions/FAQs on the SFN 1168 (different than the instructions on pages 5 & 6
of the SFN 1168)

Why are the SSN and DOB of board members/managing employees required?

Click Here to read why SSNs and DOBs must be disclosed as part of the federal screening
mandate.

Am | required to be dually enrolled with Medicare?

Click Here for a list of Group Provider Types which are required to be enrolled with Medicare in
order to enroll with North Dakota Medicaid.
I am enrolled with Medicare, does the ownership information in my Medicare record need to be up to

date?
Yes. Contact Medicare immediately to update the ownership in your Medicare record. If you are
enrolled with Medicare, we may be unable to complete the application until the update to the
Medicare record has been completed.

What is an Enroliment Effective Date?

Click Here to find more information about Enroliment Effective Dates and current back dating
policies.

Am I required to use the Provider Enroliment Fax/Email Coversheet or can | use my own?

A coversheet must be submitted with all documents sent to the Department in order to identify
the purpose of the documents. The Provider Enroliment Fax/Email coversheet from the
Department is not required, as long as your coversheet has the following elements: 1. Provider
Name; 2. NPI; 3. Medicaid ID or Application Tracking Number; 4. Name of the person in your
organization who should be contacted if there are any questions about the documents
submitted; 5. Phone number for the contact; 6. Email address for the contact; 7. Purpose you
submitted the documents (application, revalidation, affiliation etc.). A sample list of reasons for
document submission can be found on the Provider Enrollment Fax/Email Coversheet for
reference.

Whose NPI and Medicaid ID goes on the SFN 615?

The NPI and Medicaid ID of the enrolling provider go on the SFN 615. As this is a revalidation for
the group, do not put the Medicaid ID or NPI of an individual practitioner.

Where do | submit the Documents?

1. Standard Email — dhsenrollment@nd.gov (please do not send Social Security Numbers or EFT
information by unsecure email)



mailto:dhsenrollment@nd.gov
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2. Fax-—Providers may fax the required documentation to (701) 328-4030. ATT: Provider
Enrollment

I have questions about the Online Application.

Click Here to find out more about the online Application, including an Online Application Guide
and known system issues.

How to populate the taxonomy in the Online Application.

Click Here for a quick sheet guide on how to get the taxonomy to populate in your online
application.

Links:

Provider Enrollment Website

Group Provider Checklists

Provider Enrollment FAQ

Online Application Guide

How to Populate the Taxonomy in the Online Application

Enrolled Group Providers (by NPI)

Enrolled Individual Providers (by NPI)
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https://www.nd.gov/dhs/services/medicalserv/medicaid/provider-enroll-app.html
https://www.nd.gov/dhs/services/medicalserv/medicaid/docs/group-provider-checklists-pe.pdf
https://www.nd.gov/dhs/services/medicalserv/medicaid/docs/provider-enrollment-faq.pdf
https://www.nd.gov/dhs/services/medicalserv/medicaid/docs/provider-enrollment-application-guide.pdf
https://www.nd.gov/dhs/services/medicalserv/medicaid/docs/taxonomy-add-to-online-application.pdf
http://www.nd.gov/dhs/info/mmis/docs/mmis-enrolled-group-provider-taxonomy-codes.pdf
http://www.nd.gov/dhs/info/mmis/docs/mmis-enrolled-individual-provider-taxonomy-codes.pdf

How to Enroll an Individual
Submit a new online application. Here is a link for the online application:

http://www.nd.gov/dhs/info/mmis/materials.html

Link to Online Application Guide:
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/provider-enrollment-application-

guide.pdf

Within 5 business days of submitting the online application, submit the required documents.

Required documents vary depending on the provider type being enrolled (Physician, Social

Worker, Counselor, etc.).

General list of required documents:

1.

Medicaid Provider Application Checklist for the correct Provider Type (LACs, LAPCs,
LBSWs, Physical Therapists, RNs, Targeted Case Managers, Sole Proprietors, and Non-
Emergent Medical Transportation providers have separate checklists. All other
practitioners fill out the general individual checklist):
https://www.nd.gov/dhs/services/medicalserv/medicaid/docs/individual-provider-
checklist-pe.pdf

SFN 615 — Medicaid Program Provider Agreement (Must be the current version). https://
www.nd.gov/eforms/Doc/sfn00615.pdf

License - Submit a current legible copy of the license applicable to the provider type you

are enrolling as.

Controlled Substance Registration Certificate (DEA) — Submit a copy of your the DEA
certificate (If applicable).

National Provider Identifier (NPI) - Submit a copy of your NPI registration.
https://npiregistry.cms.hhs.gov/

You have two options to send all documents to the Department:

1. Standard Email — dhsenrollment@nd.gov
2. Fax — Providers may fax the required documentation to (701) 328-4030. ATT: Provider
Enrollment
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How to Enroll a Group
1. Determine what taxonomy you will be billing when submitting claims for your group. There is a
separate set of taxonomies for groups. You can find a list of taxonomies that North Dakota
Medicaid uses for groups at this link: http://www.nd.gov/dhs/info/mmis/docs/mmis-

groupprovider-code-taxonomy.pdf
a. Once you find the taxonomy, make note of the Specialty and the Provider Type that

goes with that taxonomy, you will need it to fill out the online application and checklist
you will submit with your documents.
2. Use the following link to pull up the checklist for the Provider Type and Specialty you selected
above: https://www.nd.gov/dhs/services/medicalserv/medicaid/docs/group-provider-

checklists-pe.pdf
a. Review the checklist, use the links in the checklist to access the documents you do not

already have.

b. Make sure you have all the documents on the checklist (unless it says it does not apply.
For example, the checklist tells you that if you are not tax exempt, you do not need to
submit a tax exempt letter).

c. Access and Review the simplified instructions for filling out the SFN 1168:
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/provider-enrollment-
instructions-sfn1168.pdf

d. Fill out all the documents and complete the checklist.

3. Fill out the online application on the “MMIS” web portal:
https://mmis.nd.gov/portals/wps/portal/EnterpriseHome

a. Review the Online Application Guide to help with navigating, saving, and
troubleshooting sections you have questions or trouble with:
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/provider-enrollment-

application-guide.pdf
b. After the application is completed, it will bring you to a page where there is nothing for

you to fill out. It will give you the one time option to print out the application. You are
not required to print out the application, but if you want it for your records, this is the
only time you will be able to get documentation of what you filled out.
4. Submit your documents with the checklist as a coversheet to the Department.
a. Include with your documents the Application Number that was assigned by the system
when you completed the online application:

You have two options to send all documents to the Department:
1. Standard Email: dhsenrollment@nd.gov (Please do not submit Social Security Numbers or EFT

information by unsecure email)
2. Fax—Providers may fax the required documentation to (701) 328-4030. ATT: Provider
Enrollment
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Sole Proprietor

Enrollments for a sole proprietor are determined by the way in which the sole proprietor
wishes to bill North Dakota Medicaid - through their personal SSN or through their Employer
Identification Number (EIN). *Please consult a tax professional to ensure your reporting of
taxes is correct.
e If billing ND Medicaid through the sole proprietor’s Social Security Number:
0 Submit an individual application.
0 The name on your 1099 will have your individual name (the legal name which
matches the SSN)
e [f billing ND Medicaid through the Employer Identification Number (also called EIN or
FEIN) of the business:
0 Submit a group application to enroll the Tax ID as the billing provider.
O After the group is enrolled:
= Both the business (under the Tax ID) and the Individual (under the SSN)
will need to be enrolled and affiliated to ensure claims will pay.

e [f you are already enrolled with an individual practitioner record,
submit an affiliation form to “link” your individual record with
your new group record.

e [f you are not yet enrolled with ND Medicaid with an individual
practitioner record, submit an individual application to enroll as
the “rendering” provider — Make sure to include your new group
record in the Affiliations section on the Individual online
application.

If a sole proprietor who enrolls under their SSN, later expands to include another provider in
their business:
e Submit a group application to enroll the Tax ID of the business as the billing provider.

O Please submit a letter along with the group application documents to advise that
the business will now be the billing provider instead of the individual sole
proprietor. This will allow the Department to update the sole proprietor’s
individual record so taxes will report under the business.

0 The new provider’s services cannot be billed under the sole proprietor’s SSN. In
order to bill for the new provider, both the Tax ID of the business and the SSN of
the new individual provider will need to be enrolled.

e After the group is enrolled

0 Submit an individual application to enroll the new provider (if they are not
already enrolled).

0 If already enrolled, submit an affiliation form to “link” their individual record
with the business record.

Created 2/2/2018
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North Dakota Department of Human Services

What is an NPI?

“The National Provider Identifier (NPI) is a Health Insurance Portability and Accountability Act (HIPAA)
Administrative Simplification Standard. The NPI is a unique identification number for covered health
care providers. Covered health care providers and all health plans and health care clearinghouses must
use the NPIs in the administrative and financial transactions adopted under HIPAA. The NPl is a 10-
position, intelligence-free numeric identifier (10-digit number). This means that the numbers do not
carry other information about healthcare providers, such as the state in which they live or their medical
specialty. The NPI must be used in lieu of legacy provider identifiers in the HIPAA standards transactions.

As outlined in the Federal Regulation, The Health Insurance Portability and Accountability Act of 1996
(HIPAA), covered providers must also share their NPl with other providers, health plans, clearinghouses,
and any entity that may need it for billing purposes.” — Quoted from CMS website:
https://www.cms.gov/Regulations-and-Guidance/Administrative-

Simplification/NationalProvidentStand/index.html

Please visit CMS.gov to obtain more information about NPIs, or use the link above to access their NPI
page.

NPIs are obtained and maintained on the “NPPES” website: https://nppes.cms.hhs.gov/#/
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What is the CP 575/147C?

The IRS Form CP 575 is an Internal Revenue Service (IRS) generated letter providers receive from the IRS
granting their Employer Identification Number (EIN). A copy of your CP 575 is required to verify the
provider or supplier's legal business name and EIN. If you are not able to locate the first EIN letter, you
can get a 147C letter from the IRS. This is a different type of EIN verification. See the IRS website for
more information on how to obtain the letter:

https://www.irs.gov/businesses/small-businesses-self-employed/lost-or-misplaced-your-ein

Created 7/1/2019
Revised 10/31/2019 JS


https://www.irs.gov/businesses/small-businesses-self-employed/lost-or-misplaced-your-ein

Governmental Information Letter | Internal Revenue Service Page 1 of 2

W IRS

Governmental Information Letter

Government entities are frequently asked to provide a tax-exempt

number or “determination” letter to prove its status as a “tax-exempt” Video

or charitable entity. For example, applications for grants from a private

foundation or a charitable organization generally require this « Governmental
information as part of the application process. In addition, donors Information
frequently ask for this information as substantiation that the donor’s Letter Video

contribution is tax deductible, and vendors ask for this to substantiate
that the organization is exempt from sales or excise taxes. (Exemption
from sales taxes is made under state law rather than Federal law.)

The Internal Revenue Service does not provide a tax-exempt number. A
government entity may use its Federal TIN (taxpayer identification
number), also referred to as an EIN (Employer Identification Number),
for identification purposes.

Governmental units, such as states and their political subdivisions, are
not generally subject to federal income tax. Political subdivisions of a
state are entities with one or more of the sovereign powers of the state
such as the power to tax. Typically they include counties or
municipalities and their agencies or departments. Charitable
contributions to governmental units are tax-deductible under section
170(c)(1) of the Internal Revenue Code if made for a public purpose.

An entity that is not a political subdivision but that performs an
essential government function may not be subject to federal income
tax, pursuant to Code section 115(1). The income of such entities is
excluded from the definition of gross income as long as the income (1)
is derived from a public utility or the exercise of an essential
government function, and (2) accrues to a State, a political subdivision
of a state, or the District of Columbia. Contributions made to entities
whose income is excluded income under section 115 may be tax
deductible to contributors.

In order for a government entity to receive a determination of its status
as a political subdivision, instrumentality of government, or whether
its revenue is exempt under Internal Revenue Code section 115, it must
obtain a letter ruling by following the procedures specified in Revenue
Procedure 2018-1 or its successor. There is a fee associated with
obtaining a letter ruling.

https://www.irs.gov/government-entities/federal-state-local-governments/governmental-info... 2/1/2019
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As a special service to government entities, IRS will issue a
“governmental information letter” free of charge. This letter describes
government entity exemption from Federal income tax and cites
applicable Internal Revenue Code sections pertaining to deductible
contributions and income exclusion. Most organizations and
individuals will accept the governmental information letter as the
substantiation they need.

Government entities can request a governmental information letter by
calling 1-877-829-5500.

Page Last Reviewed or Updated: 15-Aug-2018
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North Dakota Department of Human Services

SFN 1168
Ownership/Controlling Interest and Conviction Information
Rev 8-2020

Section | — Identifying Information — Required for All Applications
e Legal Name
O Enter the legal name of your business
0 Your entry must match what is on file with the IRS and be entered on line one of the W-
9 you submit with this form
e Doing Business As (DBA)
0 Enter the Doing Business As name of your business
0 Your entry must match what you enter on line two of the W-9 you submit with this form
e Service Address
0 The address where your business is physically providing services (cannot be a PO Box)
O Enter the street address, city, state, and zip code.
e Mailing Address
O The address where you would like to receive mail for your North Dakota Medicaid
record.
0 Enter the street address or PO Box, city, state, and zip code
O Remittance Advices (RAs) are not sent to the Mailing Address
e Billing Address
0 The address where you would like to receive paper checks (until the requested EFT is
established in the system)
0 And/or the address where you would like to receive Remittance Advices (RAs) — if paper
RAs were requested
e Facility Telephone Number = The phone number listed should be for someone who is able to
answer any questions regarding this form
e Provider Number
0 Enter the 7-digit North Dakota Medicaid ID of the record this form is being submitted to
update/enroll/revalidate.
0 If this form is submitted for a new application to enroll a new record, leave blank or
write: “Pending”.
e NPI Number: Enter the NPI for the provider the form is being submitted to
update/enroll/revalidate.
e Thisis the NPl of the Group. DO NOT use the NPI of an individual.
e Email Address: Enter the Email address that should be contacted if there are any issues with the
form or the record
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Section Il — Direct/Indirect Ownership Information — Required for All Group (facility) Applications/Owner
Updates/Revalidations (Government entities are not exempt)
e Required per CFR 42 455.436
e This Section is for the individuals and businesses who have ownership of 5% or more in the
provider who is listed in Section | (the record that is being enrolled/updated/revalidated)

0 List all Owners (individuals and businesses who own the business) with 5% or more
ownership in in the provider who is listed in Section | (the record that is being
enrolled/updated/revalidated)

O Please read the instructions on Page four (4) of the SFN 1168 to see who qualifies as an
owner

e Forindividual owners: Enter the first and last legal name of the business owner, percentage of
ownership, relation to the provider who is listed in Section | (direct owner/indirect owner, etc.),
TIN (Tax ID Number), and , and Date of Birth

¢ For owners that are businesses: Enter the legal business name, TIN (Tax ID Numbers), and
corporate address of the business

e If you have more than three 5% or more owners:

0 Mark “Yes” to the “Additional owners attached” question at the bottom of this section

O Attach a sheet with the names, DOBs, SSNs/Tax IDs of each individual/group with
ownership interest of 5% or more

o If the enrolling provider does not have owners: Add the business’ own information in this
section. The business will be treated as its own owner

Section Ill — Managing Employee/Control Interest — Required for All Applications (Government entities
are not exempt)
e Required per CFR 42 455.436
e Include all of the following in this section:
0 Managing Employees
0 Authorized Signers (authorized to sign on behalf of the business)
O Board Members/Trustees for Corporations or Non-Profit Corporations
e If you have more than three to enter in this section:
0 Mark “Yes” to the “Additional managing employees/person with controlling interest
attached” question at the bottom of this section
O Attach a sheet with the first and last legal names, DOBs, and SSNs of each additional
entry
e The person/s who signed the W-9, EFT form (SFN 661), and the Provider Agreement (SFN 615),
and any other documents submitted for enrolling/updating/or revalidating this provider must be
included in this section

Section IV — Ownership/Controlling Interest Information — Required for All Applications
e Check either Yes or No
e If No, move on to the next section
o If Yes, fill out the rest of the fields in this section

Created 8/23/2017
Revised 8/18/2020 JW



Section V — Conviction Information — Required for All Applications
e Check either Yes or No
e |f No, move on to the next section
e [f Yes, fill out the rest of the fields in this section

Section X — Signature — Required for All Applications
e Fill out all fields
e Ifany field in this section is left blank or illegible, the form will be considered incomplete, an
email will be sent to the contact identified as submitting this form, and the form will be deleted
from our system
e Electronic signatures are accepted.

If the Group is organized as a Corporation or Non-Profit Corporation:

Attach a list of your Board of Directors/Trustees if they are not all listed on the SFN 1168. Include each
Director/Trustee’s first and last name, Date of Birth, and SSN. Please make sure the group’s organization
type is showing on the W-9.
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E-Bulletin

Provider Enroliment
Requirements

The Centers for Medicare and Medicaid Services (CMS) is working hard to prevent fraud, waste, and

abuse in the Medicaid program and adopted regulations under the Affordable Care Act. These regulations
should more effectively prevent fraudulent providers from enrolling, or continuing to participate in, Medicaid
or the Children’s Health Insurance Program (CHIP). The regulations require State Medicaid agencies (SMAs)
to gather and verify relevant provider-submitted information. The SMAs must check specifically named
databases to verify eligibility under Federal and State requirements for that provider type. SMAs will phase
in using these databases to screen managed care providers by July 1, 2018.[1]

Individual providers must disclose:
e Date of birth and Social Security Number (SSN);
e Licenses and certifications;
e National Provider Identifier;

e Criminal convictions related to Federal health care programs; and
e Ownership of, and significant business transactions with, wholly owned suppliers and subcontractors.[2]

Provider entities such as corporations must disclose:
e Name and addresses of any persons with an ownership or control interest in the entity;

e  Whether a person with an ownership interest is related to another person with an ownership or
control interest;

e Names of other entities the owner has an ownership or control interest in; and

e Name, address, date of birth, and SSN of any managing employee.[3]
SMAs must revalidate the enrollment of all providers at least every 5 years.[4] Revalidation requires
confirming the accuracy of the information disclosed during enrollment, collecting updated disclosures,

and rescreening. However, the SMA may generally rely on a screening of the same provider in the same
risk category by Medicare within the last 12 months or another State’s Medicaid or CHIP program.[5, 6, 7]

States may establish additional or more stringent disclosure requirements for individuals or entities[8] to
prevent fraudulent providers from program participation.
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For More Information

CMS will provide more recent enrollment information, including information about a recent report from

the Department of Health and Human Services, Office of Inspector General, in the forthcoming Provider
Enrollment Toolkit. The toolkit will post to the Medicaid Program Integrity Education page at https://www.cms.
gov/Medicare-Medicaid-Coordination/Fraud-Prevention/Medicaid-Integrity-Education/edmic-landing.html on
the CMS website.

To see the electronic version of this E-Bulletin and E-Bulletins on other topics posted to the Medicaid Program
Integrity Education page, visit https://www.cms.gov/Medicare-Medicaid-Coordination/Fraud-Prevention/
Medicaid-Integrity-Education/edmic-landing.html on the CMS website.

Follow us on Twitter 3 #MedicaidIntegrity
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Disclaimer

This E-Bulletin was current at the time it was published or uploaded onto the web. Medicaid and Medicare policies
change frequently so links to the source documents have been provided within the document for your reference.

This E-Bulletin was prepared as a service to the public and is not intended to grant rights or impose obligations.
This E-Bulletin may contain references or links to statutes, regulations, or other policy materials. The information
provided is only intended to be a general summary. Use of this material is voluntary. Inclusion of a link does not
constitute CMS endorsement of the material. We encourage readers to review the specific statutes, regulations, and
other interpretive materials for a full and accurate statement of their contents.
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http://www.ecfr.gov/cgi-bin/retrieveECFR?gp=&SID=048988b786a7a62635c546cae7c84c18&mc=true&n=sp42.4.455.e&r=SUBPART&ty=HTML#se42.4.455_1436
http://www.ecfr.gov/cgi-bin/retrieveECFR?gp=&SID=048988b786a7a62635c546cae7c84c18&mc=true&n=sp42.4.455.e&r=SUBPART&ty=HTML#se42.4.455_1436

Medicare Required

Home Health (025/082)

Hospice (025/454)

RHC (026/268)

End-Stage Renal Disease Treatment (ESRD) (026/300)

FQHC (026/361)

Swingbed (027/196)

Rehabilitation, Substance Use Disorder Unit (027/623)

Hospitals (028)

Skilled Nursing Facility (031/269)

DME (033/113 & 116 & 347)

Ambulance (034)
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North Dakota Department of Human Services

What is an Enrollment Effective Date?

An Enroliment Effective Date is the date your record will be made effective. Any claims submitted with a
date of service prior to the enrollment effective date will deny. A retroactive enroliment effective date is
limited to no more than ninety (90) days* prior to the date a complete application packet is received by
the Department. If the date requested is outside the 90 day timeframe, the enrollment effective date
assigned will be 90 days from the date the complete application packet was received.

North Dakota Medicaid provider enrollment staff will not process a request for provider enrollment until
the Program Integrity Unit (PIU) is in receipt of all required enrollment documents, in addition to
submitting the online application. Unless a retroactive enrollment effective date is requested the
application effective date will be the date that staff approve the application.

This policy includes adding affiliations, adding service locations and processing taxonomy changes.

Provider specialty checklists (Individual) (Group) (NEMT) clearly indicate the documentation required for

enrollment. It is the provider’s responsibility to submit complete and accurate documents that are
required for enrollment purposes.
NEMT = Non-Emergent Medical Transportation

Consideration for a retroactive enrollment effective date:

e Aretroactive enrollment effective date is limited to no more than ninety (90) days prior to the
date a complete application packet is received. Providers must request a retroactive enrollment
effective date, when submitting the complete enrollment packet.

e Providers who have requested a retroactive effective enrollment date may submit claims for
covered services provided prior to receipt of all required enrollment documents if the provider
met all eligibility requirements at the time the service was provided and only if appropriate
documentation of the services provided is maintained.

The PIU may consider a retro enrollment effective date that exceeds ninety days for situations involving
emergent care provided to a ND Medicaid member. To request a retro enrollment effective date that
exceeds ninety days, providers must include a copy of the claim and medical records with their
application documents.
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http://www.nd.gov/dhs/services/medicalserv/medicaid/provider-enroll-individual.html
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/group-provider-checklists-pe.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/non-emergent-transportation-checklists-pe.pdf

Online Application - 1st Half of Enrollment Process

Please Note: North Dakota Medicaid provider enrollment staff will not process a request for provider
enrollment until the PIU is in receipt of all required enrollment documents, in addition to submitting the
online application.

A retroactive enrollment effective date is limited to no more than ninety (90) days* prior to the date a
complete application packet is received by the Department. If the date requested is outside the 90 day
timeframe, the enrollment effective date assigned will be 90 days from the date the complete
application packet was received.

*If the application is associated with an emergency service, the Department may consider a date more than 90
days prior to the date a complete application packet is received. You must include a copy of the claim and medical
records with your application documents.

For More complete coverage of the Online Application screens, please use this link to access the Online
Application Guide: http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/provider-enrollment-

application-guide.pdf

Link to Online Application: https://mmis.nd.gov/portals/wps/portal/ProviderEnrollment

How to Populate the Taxonomy
Make sure all the fields on the License page are closed.
1. Select the Provider Type that corresponds with your taxonomy (do not know which type
to choose, see the links below)
2. Click “Add License”
a. Addin the license information
b. Click the small save to the right of the License field.
3. Click “Add Specialty”
a. Choose the Specialty that corresponds with your taxonomy (do not know which
type to choose, see the links below)
The certification # is “00000”
Begin date is the date you are requesting your enrollment to be effective
End date is 12/31/9999
Board is “Other”
f. Click the small save to the right of the Specialty field
4. Click the save on the bottom of the page
5. Click “Add Taxonomy”
a. The taxonomy you need should be available in the drop down box

© oo o

b. Begin date is the date you are requesting your enrollment to be effective
c. Enddateis 12/31/9999
d. Click the small save to the right of the Taxonomy field

6. Click the save on the bottom of the page.
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http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/provider-enrollment-application-guide.pdf
http://www.nd.gov/dhs/services/medicalserv/medicaid/docs/provider-enrollment-application-guide.pdf
https://mmis.nd.gov/portals/wps/portal/ProviderEnrollment

Will Not Allow the Letter “W” to be Typed
This is a known browser compatibility issue. Workaround: Open Word, type the letter “W”,
Copy, Paste wherever needed.

End Date Required, But Information is Still Current
Use 12/31/9999

Specialty Requires Certification Number, But There is No Board Certification for this
Specialty
Use “00000”
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North Dakota Department of Human Services

How To: Select a Taxonomy in the Online Application

Make sure all the fields on the License page are closed.
1. Select the Provider Type that corresponds with your taxonomy (do not know which type
to choose, see the links below)
2. Click “Add License”
a. Add in the license information
b. Click the small save to the right of the License field.
3. Click “Add Specialty”
a. Choose the Specialty that corresponds with your taxonomy (do not know which
type to choose, see the links below)
The certification # is “00000”
Begin date is the date you are requesting your enrollment to be effective
End date is 12/31/9999
Board is “Other”
f. Click the small save to the right of the Specialty field
4. Click the save on the bottom of the page
5. Click “Add Taxonomy”
a. The taxonomy you need should be available in the drop down box

©® oo o

b. Begin date is the date you are requesting your enrollment to be effective
c. Enddateis 12/31/9999
d. Click the small save to the right of the Taxonomy field

6. Click the save on the bottom of the page.

Link to Provider Type/Specialty/Taxonomy List for Individual Applications:
https://www.nd.gov/dhs/info/mmis/docs/mmis-individual-provider-code-taxonomy.pdf

Link to Provider Type/Specialty/Taxonomy List for Group Applications:
http://www.nd.gov/dhs/info/mmis/docs/mmis-group-provider-code-taxonomy.pdf
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